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The Treatment Of Fibromyomas Of The Uterus 


J. R. Younc, M. D., Anderson, S. C. 
AND 


J. H. Younc, M. D., Boston, Mass. 


The object of this paper is to emphasize the fact 
that often times myomectomy is a satisfactory opera- 
tion for the relief of uterine myoma and in selected 
cases it is the operation of choice. 


Fibromyomas were said by Kelly and Cullen to 
occur in one-third of negro women over twenty years 
of age and in about ten percent of whites of the same 
age. In our experience it is the most common tumor 
requiring pelvic surgery and is relatively more com- 
mon in nullipara. Several methods of treatment are at 
our disposal varying from total hysterectomy to master- 
ful neglect when the tumors are small and asympto- 
matic. If we were able to disregard the function of 
the uterus treatment of uterine fibromyoma would be 
greatly simplified. of child 
bearing age having uterine fibromyoma we would have 


However in a woman 
to consider the problem as a benign tumor in an organ 
whose function we wish to preserve. This can best be 
accomplished by myomectomy. There is possibly gen- 
eral agreement as to this being the procedure of choice 
in cases of pedunculated fibroids. But when the tumors 
are quite numerous and intramural and are submucous 
and possibly come off the lateral aspect of the uterus 
and present beneath the broad ligaments there is per- 
haps too great a tendency to do radical surgery on 
such patients without exploring the possibilities of 
multiple myomectomy. 


We think it especially important to weigh carefully 
the possibilities of conservative surgery in women who 
are childless and are very desirous of having children. 
It may be impossible to tell whether conservative sur- 
gery can be satisfactorily carried out until the effort is 
made. The number or position of the nodules or sepa- 
rate tumors may on inspection and palpation seem to 
indicate that hysterectomy would be the operation of 
choice. However, if the tumors are taken one at a 
time and carefully dissected out regardless of their 
position usually the uterus can be reconstructed. If 
the uterine cavity is opened and submucous tumors 
removed the. uterus can be closed and normal uterine 


function retained. 





It was formerly pointed out by critics of this con- 
servative operation that it was more dangerous than 
hysterectomy. However, in a report from Mayo Clinic 
in 1926 before the day of and other 
modern adjuncts to surgery the mortality in 250 cases 


antiobiotics 


of abdominal myomectomy was 0.77 percent as com- 
pared to a mortality in 1643 of abdominal hysterect- 
omy of 1.88 percent. Under present day conditions 
when expert anesthesia, blood transfusions and anti- 
biotics are available in any good hospital such opera- 
tions should carry no mortality beyond that unpredict- 
able hazard of surgery which refuses to be wholly 
cancelled out by modern safety methods. 


Another argument against myomectomy has been 
the tendency to recurrence of the tumors. Those re- 
currences probably represent the continued growth of 
small nodules which were not removed at the time of 
previous surgery. However the presence of multiple 
indicative of 
may be 


nodules not be 


Such 


small recurrent may 


further surgery. nodules entirely 


asymptomatic. 

We have been impressed by a few cases which gave 
a history of sterility and in which pregnancy occurred 
following myomectomy. Such a case was the follow- 
ing. Mrs. G. age 30 had been married six years with- 
out pregnancy. Her about 
normal. She was found to have a fibroid uterus, multi- 
lobular, that was about the 


menstrual history was 
four months’ 
pregnant uterus. At operation multiple myomectomy 


size of a 


was carried out. The myomas which were removed 
were much larger than the uterus which remained. 
In dissecting out one large tumor the uterine cavity 
was opened. This was an intramural fibroid but it was 
larger than the uterus itself and extended to the 
uterine cavity. The was 
satisfactorily sutured after all myoma had been re- 


mucosa of the uterus 
moved. Recovery and convalesence were uneventful. 
A year later this patient became pregnant and was 
delivered by section of a full term normal male infant. 

We have also seen cases in which abortion occurred 
in a pregnant fibromyoma uterus and in which preg- 
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full The 


followihg is illustrative. Mrs. B. age 35, was admitted 


nancy went to term after myomectomy. 
on account of uterine bleeding. She had missed three 
periods and had been bleeding for 24 hours. She 
aborted a few hours after admission. She was found to 
have a multilobular fibroid uterus and a few months 
later she was re-admitted and multiple myomectomy 
was carried out. This patient had numerous subserous 
and intramural nodules which were carefully removed. 
Convalesence was normal. About 18 months later this 
patient was again admitted and delivered by section 
near term of her first baby. 

We have recently done a total hysterectomy upon a 
patient on whom we did a myomectomy 24 years ago 
for relief of sterility. The sterility was relieved and 
the patient was delivered by section of her only child 
two years later. This patient had a normal menstrual 
history for about 20 years after her delivery and then 
the menopause. On account of uterine bleeding three 
years after menopause she was recently operated upon. 
She had a few small fibroid nodules, one of which 
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submucous nodule was degenerating. A total hyster- 
ectomy was done. 


When hysterectomy is done for fibroid uterus we 
think it should be a total hysterectomy for two reasons. 
(1) The cervix is usually diseased and its removal 
will discourage leucorrheal discharge. (2) It has been 
found that two or three percent of women who have 
had a supra-vaginal hysterectomy develop cancer in 
the cervical stump. If all women who need a hysterect- 
omy had a total hysterectomy done many cancer 
deaths would be avoided. 


In summary then our plea is that the treatment of 
uterine fibroids be individualized and not rigidly 
standardized. We strongly recommend in the younger 
women of child-bearing age, particularly where no 
children have been borne, that conservative surgery be 
practiced. In women of the older age group who have 
several children more radical surgery is certainly 
indicated and in our opinion a total hysterectomy is 


the procedure of choice. 


Lateral Herniations Of Cervical Dises: 


CHARLEs J. Lemmon, Jr., M. D. 
Columbia, S. C. 


Cervical intervertebral discs may rupture with her- 
niation of the nucleus pulposus either in the mid por- 
tion with spinal cord compression or laterally with 
nerve root compression (Fig. 1). The spinal cord com- 
pression of the centrally placed ruptured disc presents 
symptoms like those of a spinal cord tumor and is 
handled accordingly. The nerve root compression from 
the lateral herniation presents symptoms of a radicular 
is confined to consideration of 


nature. This article 


lateral herniation of cervical discs. 


The syndrome caused by lateral herniation of cervi- 
cal discs is remarkedly constant and the specific nerve 
root involved can usually be identified clinically. 
There may or may not be a history of trauma. These 
patients usually present themselves with symptoms of 
severe shoulder and arm pain. They may also have 
neck, occipital and chest pain on the involved side. 
Stiffness or a “crick” in the neck may be or have been 
present. Often there is no neck discomfort at all when 
the patient is seen so that the physician's attention is 
directed entirely to the shoulder and upper extremity. 
The pain is frequently aggravated by movement of the 
head and neck and by coughing, sneezing and strain- 
ing. 


Characteristically the pain is at the base of the neck, 
tip of the shoulder, over the scalpula, down the arm 


*Presented before the Spartanburg County Medical 
Society on September 26, 1950. 


FIGURE 1 


to the elbow and occasionally over the chest in the 
region of the pectoralis tendon. Sometimes the pain 
extends into the hand but more commonly numbness 
and paresthesias are present in the hand. 


Numbness and paresthesias are very important in 
helping to identify the nerve root involved. The 7th. 
cervical root (between C6 and 7) affects chiefly the 
middle finger and occasionally the index finger and 
the ring finger. The 6th. cervical root (between C5 
and 6) affects chiefly the thumb and index fingers. 
(Fig. 2) 
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Whereas the numbness and paresthesias are fairly 
well localized in an individual case, the pain is very 
wide spread and may involve on one side the occipital 
region, neck, scalpula, tip of shoulder, pectoralis 
tendon area of chest and the entire upper extremity. 
This widespread pain certainly cannot be accounted 
for by pressure on one cervical nerve root. It is prob- 
able that annulus fibrosus and ligamentous referred 


pain may cause this widespread dull ache. 
NEUROLOGICAL EXAMINATION: 


Sensory examination may reveal minimal or no find- 
ings even with marked subjective symptoms. Demon- 
strable sensory changes are sometimes present in the 
radicular pattern in severe cases and are of consider- 
able importance in identifying the specific nerve root 
involved. The foraminal compression test is of value 
especially in patients whose sensory changes are in 
doubt. This test is performed by tilting the head and 
neck toward the painful side and applying pressure 
to the top of the head. The patient’s pain and a 
radicular pattern of paresthesias 


distinct may be 


reproduced. 


Motor weakness is so difficult to evaluate because of 
the pain and the double intervention of the biceps 
and triceps that it has not been of help in diagnosis 
or localization. The biceps is supplied chiefly by the 
5th. and 6th. cervical nerves, the triceps by the 7th. 
and 8th. cervical nerves. 


Sometimes the reflex changes are very definite and 
then are a great aid in localization. Even when motor 
loss is partial, the corresponding tendon reflex from 
biceps or triceps may be lost or obviously diminished. 
A diminished triceps reflex suggests pressure on the 
7th. cervical nerve, and a diminished biceps reflex 
suggests pressure on the 6th. cervical nerve. When its 
opposing muscle is definitely weakened, the biceps 
and triceps reflex may appear increased. 


Spinal tenderness at the level of the lesion is a 
frequent finding. 
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ROENTGENOLOGICAL EXAMINATION: 

On the lateral x-ray narrowing of the affected inter- 
vertebral space is frequently present from loss of 
substance. The normal lordotic curve is almost in- 
variably changed. Oblique views may reveal narrow- 
ing of the nerve foramina or bony spurs projecting 
into them. 

Pantopaque Myelography is a valuable and reliable 
aid in the diagnosis of lateral herniation of cervical 
dise and also confirms its exact location. 

TREATMENT: 

When a disc is suspected clinically a conservative 
regime of therapy is instituted, unless signs of cord 
compression are manifest, then an immediate laminect- 
omy is performed. In a mild case of ruptured cervical 
disc with lateral protrusion of the nucleus pulposus, 
simple bed rest with analgesics may be all that is 
necessary. Usually if the symptoms are severe enough 
to cause the patient to seek medical attention, halter 
traction with 5 to 10 pounds of weight will be neces- 
sary for relief. If, when the patient is up and about 
there is some return of pain, it is probably best to 
have a cervical collar worn for a few weeks. If there 
is no relief of radicular pain and muscle spasm in 3 
or 4 days on the conservative therapy with halter 
traction, then it is doubtful that further conservative 
therapy will be of benefit. In that case operation is 
the treatment of choice. 

When conservative measures fail to bring relief 
operation is indicated. A Pantopaque myelogram is 
done which confirms the diagnosis and reveals the 
exact location of the herniated disc. A hemi!aminect- 
omy is performed and the nerve root decompressed 
and herniated disc removed. Sometimes the disc is 
ossified so that it is 
Occasionally venous bleeding is so brisk that it is 


necessary to chisel it away. 
better to allow the ossified disc to remain and remove 
enough bone posteriorly so that the nerve root can lie 


over the ossified disc without compression. Proximity 


of the cervical cord precludes the use of coagulation 
in this area, so when a large plexus of veins is en- 
countered the operation becomes very tedious, time 
consuming, and potentially dangerous. 
POSTOPERATIVE TREATMENT: 

No special postoperative precautions are necessary. 
Some patients become comfortable almost immediately 
while others have root pain for several days due to 
previous root pressure and operative manipulation. 

The above presentation is a didactic review of the 
diagnosis and treatment of lateral herniation of cervi- 
cal discs. The following two case reports bring out 
some of the variations and problems encountered in 
clinical practice. 

The first case report is of a 41 year old white 
female, single, secretary. 

CHIEF COMPLAINT: Severe incapacitating pain 
in the left upper extremity. 

This patient was in an auto wreck about 12 years 
ago from which she recovered completely. About one 
month prior to admission the patient awoke one morn- 
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ing with a “crick” in her neck, accompanied by severe 
pain itt the left shoulder and down the left arm to the 
elbow. This condition gradually cleared up. About 
one week prior to admission she fell down the steps 
backwards and in attempting to right herself caused 
a severe pain in her neck, shoulder, arm, upper thorax, 
and occipital region. She noted a numbness in the 
left thumb and index finger ( Fig. 2). The pain was so 
severe that she could not work. The pain was ag- 
gravated by coughing, sneezing or straining and by 
sitting upright at her desk. 


The positive findings on neurological examinations 
were an absent left biceps reflex, hypalgesia over 
lateral aspect of left arm. (Fig. 2). 


DIAGNOSIS: Disc, 
cervical vertebrae 5 and 6, compressing the 6th cer- 
vical nerve root. 


Cervical Ruptured, between 


X-rays of the cervical spine revealed some localized 
changes having the appearance of an old injury with 
traumatic osteoarthritic These 
changes were not in the region suggested by the 


changes. arthritic 


clinical examination so these were thought. to be 
incidental findings. (Fig. 3). 














FIGURE 3 


The patient was put to bed and halter traction was 
applied with 5 to 10 pounds of weight. There was no 
consistent relief after 3 or 4 days so a pantopaque 
myelogram was done and revealed a constant filling 
defect in the left side of the spinal canal in the region 
between C5 and C6. (Fig. 4). This filling defect was 
constant at all times and was well demonstrated on 


the films. An x-ray diagnosis was made of a ruptured 
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FIGURE 4 


intervertebral disc on the left between C5 and C6, 
which substantiated our clinical impression. 


On April 20, 1950, a cervical hemilaminectomy was 
performed with decompression of the 6th cervical 
nerve root. The ruptured disc was very large and 
proved to be ossified. A large plexus of veins was 
present and considerable bleeding was encountered 
each time these vessels were manipulated. In view of 
the technical difficulties and the ossified disc it was 
decided to perform a complete decompression of the 
nerve root so that the nerve root could ride over the 
ossified disc without danger of compression. 


POSTOPERATIVE COURSE: There was some 
pain relief immediately and in the next several days 
before discharge the residual pain gradually cleared 
up. At discharge the numbness was better but still 
was present in the thumb and index finger. The bi- 
ceps jerk remained absent. 


Follow-up examination on June 2, 1950 revealed 
that the patient was getting along fine. She was com- 
pletely comfortable at rest, however after being up 
and about all day with her left arm hanging by her 
side, she did get a slight pain in her shoulder and 
over the scalpula. This discomfort could be alleviated 
by supporting the left arm inside her blouse and tak- 
ing the weight of the arm off the neck region. The 
numbness in the index finger had completely cleared 
up, however, there was still a slight amount of numb- 
ness in the thumb. The biceps reflex was absent. 


She was seen again on June 30, and August 4. She 
stated she felt fine, was free of pain and working full 
time. The index finger was perfectly all right and the 
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thumb was still a little numb. The biceps reflex re- 
mained absent. The absent reflex and the numbness 
are likely to be permanent. She has noticed an ache 
in the shoulder when she gets tired. When shopping 
all day with her arms hanging by her side, an ache 
develops in the shoulder that is relieved by holding 
her pocketbook in the axilla and thereby raising the 
shoulder. It is probable that when the muscles of the 
neck and shoulder become tired from the arm hang- 
ing down that there is some pull on the nerve root 
over the ossified disc. It is almost certainly better to 
remove the disc, however if it is not technically feas- 
ible a satisfactory result can be obtained by decom- 
pression alone, provided the disc is ossified and is not 
of the soft type. A soft disc would probably undergo 
further herniation, and, in spite of a satisfactory de- 
compression, lead to further pain. 


The second case report is of a 67 year old white 
male, farmer, who was admitted to the Columbia Hos- 
pital on April 2, 1950. He gave a history that on 
March 20, 1950 after a hearty meal he noted a sub- 
sternal pain which radiated down the left arm. The 
pain severe. He also noted shortness of 
breath, nausea and vomited almost everything he ate. 
At times the pain would ease, but attempting to eat 
or any movement of his head would re-initiate the 
complaint. He remained in this severely painful con- 
dition for a week before he was hospitalized. On ad- 
mission to the hospital he complained bitterly of pain, 
and was very restless, tossing from side to side in his 
bed. The pain was limited to the left upper extremity, 
neck, occipital region and side of the thorax. Thorough 
examination by a cardiologist failed to reveal any 


was very 


cause for his pain. The pain gradually improved and 
he was discharged on May 4, 1950. Two weeks later, 
on May 17, 1950 he was re-admitted to the Columbia 
Hospital with an admission diagnosis of: question of 
coronary disease. After his first discharge he continued 
to have the same severe constant pain in the chest 
and arm until he felt that he could not stand it any 
longer and returned to the hospital for relief. A re- 
check of the cardiac condition did not reveal the cause 
for his discomfort. 


X-ray’s of the cervical spine, lateral, AP and oblique 
views, showed quiet marked osteoarthritic changes of 
cervical vertebrae. “There is some narrowing of the 
intervertebral space between C5 and 6 and between 
C6 and 7. 
posterior margins of the bodies which may well cause 


There are quite marked osteophites on 


is some encroachment on 


and 4 bi- 


irritation of nerves. There 
the intervertebral foramen between C3 
laterally.” 

Neurological examination on May 20, 1950; History 
of Pain in the neck, shoulder, arm, occipital region 
and chest wall, left, coming on while chopping wood 
about six weeks prior to the present admission. He 
also complained of some numbness in his left upper 
extremity which was more marked in the middle and 
ring fingers. Sensory examination revealed hypalgesia 
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over the entire left upper extremity. Left abdominal 
reflex was diminished and both cremasteric reflexes 
were absent. No other abnormalities were found on 
the neurological examination. He had received large 
doses of opiates and barbiturates and was in a rather 
wild state so that the history and examination were 
not too reliable. He was undoubtedly in severe pain. 
Repeated examinations were done in an effort to get 
at the seat of his trouble. 


On very close questioning about his pain it was 
determined that he had pain in his neck, lower oc- 
cipital region, arm and forearm, over the shoulder and 
scapula, across the upper chest and the pectoralis 
tendon region into the axilla. The whole hand and 
fingers were numb. The numbness was much greater 
in the ring and middle fingers. 


This man had been suffering intensely for almost 
two months. It was necessary to give him large doses 
of sedatives and narcotics for temporary relief. The 
relief was short lived and at times due to the medica- 
tion he was somewhat delirious. Traction with 5 to 
10 pounds of weight had been used without success, 
possibly due to the extensive osteoarthritis which was 
present and interfered with traction. Also, when a 
myelogram was attempted it interferred with this ex- 
amination. Because of the extensive osteoarthritis 
which was present, it was felt that an osteophite was 
probably compressing one of the nerves and was the 
cause of the pain. His pain was so intense that it was 
obvious that some more radical procedure would be 
necessary. 


On May 25, 1950 a cervical hemi-laminectomy was 
performed on the left side. Usually from the clinical 
and myelographic findings the specific nerve root 
involved can be identified and it is necessary only to 
explore one space. In this particular case due to the 
widespread osteoarthritic changes and the unsatis- 
factory myelogram, it was thought best to examine 
the space probably involved, also, the one above and 
below it. These three spaces were carefully decom- 
pressed and inspected for evidence of a ruptured disc. 
After decompression of the last space, C6-7, the nerve 
root was gently moved aside and immediately a large 


disc began to extrude by itself. With a little help from 


a pituitary rongeur and a currette the space was 
emptied, the wound was closed, and the patient re- 
turned to the ward in good condition. 


Following the operation the patient received a great 
deal of relief immediately and in spite of some pain 
it was not necessary to give him a single dose of nar- 
cotic. One week after operation he was discharged 
home and was very much pleased with the results of 
the operation. 


He was seen two weeks later on June 16, 1950 and 
said that his pain was all gone, however there was 
some soreness over the shoulder and upper chest at 
times. 
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He was seen again on July 14, 1950, his pain had 
remained gone, his strength was getting better, how- 
ever he still had some residual numbness in the ring 
and especially the middle finger. 

This case, in a 67 year old man with marked osteo- 
arthritic changes and osteophytes, reveals the dramatic 
pain relief from surgery when all the usual conservative 
measures had failed. 


CONCLUSIONS: 
(1). The syndrome caused by lateral herniation of 
a cervical disc and the specific nerve root involved can 
be diagnosed from clinical findings alone. 
(2). The vast majority of cases are amenable to 
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conservative medical therapy. 

(3). In those cases not amenable to medical ther- 
apy, the diagnosis and the specific nerve root in- 
volved can be verified by pantopaque myelography 
and relief obtained by surgical removal of the herni- 
ated cervical disc. 
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Gastroileostomy 


Joun Zevirr, M. D. ANpb G. B. Honce, M. D. 
Spartanburg, South Carolina 


Gastroileostomy is a serious surgical error resulting 
in profound metabolic disturbances to the patient. 
This condition is rather infrequently reported. It is 
our opinion that this lesion is not as rare as one is 
led to believe since reports of surgical errors are not 
frequent. 

The first case of gastroileostomy was reported by 
Martin and Carrol! in 1915. Polivy2 recently collected 
a total of twenty-seven cases from the literature and 
added another case. 

It is the purpose of this paper to report a case of 
gastroileostomy and point out the symptomatology 
and metabolic disturbances attendant such a surgical 
error. 

CASE 


The patient was a 64 years old white married male 
who was referred on February 21, 1950, with a chief 
complaint of marked diarrhea, nausea and vomiting 
of approximately four years duration. He averaged 
from four to ten loose stools daily and vomited from 
ten to twelve times a day. 

He gave a history of having had indigestion for a 
period of approximately seventeen years. Four years 
before admission, a diagnosis of a duodenal ulcer was 
made, and the patient was operated upon and some 
type of gastroenterostomy was done. 

Following surgery, the patient had marked ab- 
dominal distention, nausea, vomiting and diarrhea. 

He lost approximately 60 pounds in weight and 
noted marked ankle edema, weakness and cachexia. 

The physical examination revealed a poorly de- 
veloped, emaciated, cachectic white male appearing 
chronically ill. The temperature, pulse and respiration 
were normal and the blood pressure was 100/70. The 
skin was coarse, loose and dry with evidence of 
marked weight loss. Both lower extremities were scaly 


and edematous. There was no local or general lym- 
phadenopathy and the examination of the head, eyes, 
ears, nose, mouth, and throat was negative except for 
a red, slick, atrophic tongue. The heart and lungs were 
normal. The abdominal examination revealed a well- 
healed, upper-midline abdominal incision. The ab- 
domen was distended and tympanitic and there was 
considerable borborygmus and visible peristalsis. No 
masses were made out. The rectal examination failed 
to reveal any masses and the prostate was normal in 
size and consistency. 

The hemoglobin was 76% and the white blood 
count 8,900 with a normal differential. The total serum 
proteins were 4.8 grams with the albumin fraction 
being 3.6 grams, and the globulin fraction 1.2 grams. 
The gastric analysis failed to reveal free hydrochloric 
acid, however, there was a total acidity of 16.5°. The 
blood Kahn test was negative. The urine was negative 
except for a one plus albuminuria. 

A barium enema revealed the entire colon to fill 
readily without a filling defect. There was scattered 
gas in the small intestine with moderate dilatation of 
several short segments of small intestine. No com- 
munications between the small and large bowel or 
stomach were demonstrated. 

A diagnosis of a possible gastro-jejuno-colic fistula 
was made in spite of the fact that no barium passed 
from the colon into the small intestine or stomach. A 
gastrointestinal x-ray study was not done because of 
the finding of a partial, mechanical, small bowel ob- 
struction. 

The patient was placed on large doses of vitamins, 
fluids, and electrolytes and received several blood 
transfusions in preparation for surgery. 

On March 1, 1950, the patient was carried to the 
operating room. The abdomen was entered through an 
upper-left, paramedian, abdominal incision. Explora- 
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tion revealed a post-colic gastroileostomy with partial 
intestinal obstructions near the gastroenterostomy due 
to adhesions and agglutination of the intestine. 

the and _gastro- 
ileostomy was carried out with closure of the stomach. 


A resection of terminal ileum 
An ileo-transverse colostomy was then performed since 
the resection was only a few centimeters from the 
old ulcer 
cicatrix with slight partial obstruction at the pylorus. 


ileocecal valve. There was an duodenal 
Due to the patient’s poor condition, no further sur- 
gery was done. 

The patient had an uneventful postoperative course 
and was discharged from the hospital eighteen days 
later. 

The patient’s weight on admission was 92 pounds 
and three months later, he had gained to 134 pounds. 
The total proteins had risen to 6.7 grams with the 
albumin fraction being 5.1 grams with the globulin 
fraction 1.6 grams. The hemoglobin was 83% and 
the white blood count was normal. The urine still re- 
vealed albuminuria. 

The patient’s nausea, vomiting and diarrhea com- 
pletely ceased following surgery. 


DISCUSSION 
In a patient who develops nausea, vomiting and 


diarrhea following gastric surgery, one must strongly 
consider a gastro-jejuno-colic fistula. In the differential 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 127 


diagnosis, however, a possibility of a gastroileostomy 
must always be kept in mind. 

The reason the reported case did not suffer more 
nutritional insult than he did was due to the fact that 
the pylorus was patent and nutritional contents passed 
from the stomach into the pylorus and down through 
the jejunum and ileum before re-entering the stomach. 
Undoubtedly, some of the gastric contents passed from 
the stomach directly into the ileum which accounted 
for the marked diarrhea. 

It is imperative that recognition of such a surgical 
error be prompt in order to avoid the catastrophic 
nutritional disturbances inherent with a gastro- 
ileostomy. More profound nutritional changes may be 
expected should a gastric resection be performed since 
all gastric contents would pass directly into the ileum. 
Ulceration of the ileum has been reported as a result 
of gastric acid bathing its mucosa. In our patient there 
was no ulceration of the ileum and there was no free 
gastric hydrochloric acid. 


SUMMARY 


A case of gastroileostomy due to surgical error is 
reported. After proper preparation for surgery, this 
condition was corrected with a complete recovery. 
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Superficial Fungus Infections 


By KATHLEEN A. RiLey, M. D. 
Charleston, S. C. 


In discussing superficial fungus diseases or derma- 
tomycoses as they are called, it is not important to out- 
line a detail study of the mycology involved. But it is 
necessary to know that the dermatophytes consist of 
a group of fungi that infect only the epidermis and 
the epidermal appendages. They never cause systemic 
diseases. However, like the systemic diseases they are 
capable of producing sensitivities and causing antigen- 
antibody reactions. 

The following chart lists the important pathogenic 
dermatophytes. 

Trichophyton ( Hair-Skin-Nails ) 
A. Gypseum Group 
T. mentagrophytes 
B. Rubrum Group 
T. rubrum 
>. Crateriform Group 
T. tonsurans 
T. sulfureum 
Faviform Group 
T. Schoenleini 
T. violaceum 
E. Rosaceum Group 
T. Megnini 


Microsporum ( Hair-Skin ) 

M. Audouini 

M. lanosum 

M. gypseum 
Epidermophyton ( Skin-Nails ) 

E. floccosum 

A classification of the dermatophytes on the basis 

of the fungus involved is impractical from a clinical 
point of view. The different fungi can produce similar 
clinical pictures and very often the infection is a 
mixed one. So a working classification of the dermato- 
mycotic infections is based upon the part of the body 
affected rather than the 
speak of tinea pedis, tinea capitis, and tinea cruris. 


TINEA PEDIS 
( Athlete’s Foot, Ringworm of the Feet ) 


fungi involved. Thus we 


Tinea pedis is a fungus infection of the feet, in- 
vading the toes and the soles of the feet, caused by 
Epidermophyton floccosum and various species of 
Trichophyton. 

This eruption is common in adults. About 75% of 
the adult population is infected. 

The clinical picture varies greatly from a simple 
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erythema and maceration in the toe webbs to an acute 
edematous, weeping, oozing, fissured dermatitis. The 
typical chronic forms appear as a recurrent vesicular 
thickened keratotic Secondary 
bacterial infection is often a complication and may 


eruption or areas. 
result in cellulitis or septicemia. The other most com- 
mon complication is a development of id lesions at a 
site distant to the infection. In tinea pedis the id 
frequently occurs on the hands and may vary from 
small vesicles to an acute bullous eruption. Here 
sensitization of the individual to the fungi involved is 


the important background factor. 
TINEA CRURIS 


(Eczema Marginatum, Jockey Itch, Dhobie Itch, 
Ringworm of the Groin, Gym Itch) 

Tinea cruris is a fungus infection involving the 
groin, perineum and perianal region, caused most 
commonly by Epidermophyton floccosum and some 
species of Trichophyton. This is most commonly found 
in adults. The classic picture is characterized by a 
well-marginated, elevated, papulosquamous eruption 
with spreading peripheries studded with vesicles. 
Usually the lesions are bilateral and not symmetrical. 
As a rule they are dry and scaly but occasionally may 
present the picture of an acute exuding eruption. 
Symptoms may vary from none to intense itching. 

TINEA AXILLARIS is a fungus infection in the 
axilla and presents essentially the same picture as 
tinea cruris. 


TINEA CORPORIS 
( Ringworm of the Body ) 


Tinea corporis, caused by various species of 
Trichophyton and Microsporum, is a fungus infection 
which involves the glabrous skin and produces lesions 
which vary from those of simple scaling to deep 
granuloma. This is one of the most common fungus 
infections to be found in children of all ages. It is 
often contracted from household pets. The clinical 
picture may present a single lesion or there may be 
many of various sizes. The lesion begins as a tiny red 
macule which spreads peripherally and clears in the 
center. This probably explains the origin of the com- 
mon term “ringworm”. The lesions are relatively 
asymptomatic but may cause slight itching. 
TREATMENT 
The treatment for tinea pedis, tinea cruris, tinea 
axillaris, and tinea corporis are essentially the same. 
They can be discussed as one. Treatment follows the 
usual basic dermatologic therapeutic approach which 
varies according to the stage of the eruption. 
ACUTE 
1. KMNO4 (1:4,000) soaks and compresses. 
2. 1% gentian violet in 10% alcohol b.i.d. 
Sedation as necessary. 
Daily debridement. 
For acute secondary infection the systemic use 
of penicillin, aureomycin, terramycin, or sulfo- 
namides as indicated. 
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SUBACUTE 
1. KMNO4 (1:4,000) soaks. 
2. 1% gentian violet in 10% alcohol b.i.d. 
3. 


Mild fungistatic and fungicidal ointments as: 
(a) Fatty acid ointment 
(b) Pragmatar (Smith, Kline & French Labs. ) 
4. Daily debridement 
CHRONIC TYPES 
A. M. Treatment: 
1. Castellani’s paint 
2. Fatty acid or thymol-iodide powders 
. M. Treatment: 
KMNO4 (1:4,000) soaks 
Debridement 
Castellani’s paint 
Fungistatic and fungicidal ointments as: 
(a) Fatty acid ointment 
(b) Pragmatar (Smith, Kline & French Labs. ) 
(c) 5% 


(d) 


crude coal tar ointment 
Half strength Whitfield’s ointment 
with care ) 


(use 


TINEA CAPITIS 
( Ringworm of the Scalp ) 


Tinea capitis is a fungus infection of the scalp and 
hair usually caused by the Microsporum group. Micro- 
sporum infections are most always found in children 
before puberty. The rare Trichophyton infections 
which involve the hair may also infect adults. The 
usual infection is caused either by Microsporum 
Audouini, which is derived from human contact, or 
Microsporum lanosum which is derived from animal 
contact. The recent large epidemics occurring in this 
country in the last several years have been caused by 
Microsporum Audouini. The most frequent clinical 
picture is a mild papulosquamous eruption. The hairs 
in the invaded areas are lusterless, brittle and there 
is partial or complete alopecia. Symptoms may vary 
from The 


shows no infectious reactions and is usually asympto- 


none to intense itching. Audouini type 
matic. The other types may produce marked inflam- 
matory changes with subsequent symptoms associated 
with ulceration and scarring (kerion formation ). 

DIAGNOSIS: It is important that all cases of tinea 
capitis be cultured for identification of the specific 
fungi involved. However, for a quick confirmation of 
a suspected case of Microsporum infection fluorescence 
under a Wood’s light (black light)® can be demon- 
strated. The organisms may also be demonstrated in 
the hairs by a microscopic examination in 10 to 20 
percent potassium hydroxide. 

TREATMENT: When caused by Microsporum 
lanosum, tinea capitis can usually be cured by daily 
manual epilation of the hairs involved followed by a 
shampoo and the application of a fungicidal prepara- 
tion. The Microsporum audouini type will sometimes 
respond to the same routine. The use of a Wood's 


*Black Light Products, 67 East Lake Street, Chicago 
1, Illinois. 
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light is a valuable adjunct in following treatment. 
The cost of the Wood's light prohibits its purchase by 
the average patient. the Westinghouse 
Electric Company makes a purple-X bulb (cost-$1.25) 
which produces fluorescence adequate to make it 
worth while to facilitate daily epilation. In the recent 
years because of the epidemics in this country much 
work has been done attempting to perfect a prepara- 
tion satisfactory for the treatment of tinea capitis. To 
date no satisfactory preparation has been worked out. 
However, with the various preparations containing 
fatty acid and /or salicylanilide in a carbowax base®, 
fairly good results have been obtained following the 
routine of daily epilation, shampoo and ointment. Cure 
may be effected in three to eight months. In many in- 
stances, especially the audouini infections, x-ray epila- 
tion is necesary and should always be done by an 
expert familiar with the technic involved. With this 
method cure may be produced in two to three months. 


However, 


TINEA UNGUIUM 
( Ringworm of the Nails) 
Tinea unguium is a chronic fungus infection, in- 


*Hyanilid (Wright and Lawrence), Salinidol (Doak 
Co., Inc.), Salicylanilide Ointment (Parke, Davis & 
Co.) Salundek (Wallace & Tiernan Products, Inc. ) 
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volving the nails of the hands and feet, caused by 
Epidermophyton floccosum and various species of 
Trichophyton. The affected nails are discolored, 
piled up, friable, and distorted. Usually beneath the 
nail there is an accumulation of cheesy material. This 
is the most resistant of all fungus infections and occurs 
less commonly in children than adults. 

TREATMENT: At best treatment is difficult and 
slow. Surgical evulsion and x-ray therapy in many in- 
stances are not satisfactory or worth the difficulty and 
danger involved. A routine that will yield results if 
properly followed is: 

. Daily filing and scraping to tissue paper thin- 

ness 


2. KmNoé4 soaks (1:4,000) 30 minutes each day 


3. Fatty acid ointment massaged into the nail 
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Murine Typhus Fever 


ITS INCIDENCE AND CONTROL 
IN SOUTH CAROLINA® 


By 


J. C. Heppen, M. D. 
Charleston, S. C. 


The development of our knowledge of diseases 
transmitted by insects has the appeal of a good story 
and furnishes a most interesting chapter in our medical 
history. Typhus Fever being a disease in this category 
and of increasing public health significance, I feel it 
is appropriate to review our medical achievement and 
present knowledge in the control of this disease, with 
special emphasis on its incidence and control in South 
Carolina. 

Just prior to and during World War II an increasing 
interest was manifest by all medical men in the 
Rickettsial diseases. In the southeastern United States, 
this interest was centered to a large degree on Murine 
Typhus Fever. Evidence of this interest is readily 
understood by a study of the public Health reports 
from this area, which show a surprising and steady 
increase in the number of cases reported annually. 
More than five thousand three hundred (5,300) cases 
were reported to the public health service in 1944 of 


(* Winning Thesis, Class of 1950, Medical College of 
the State of South Carolina ) 


which over ninety-eight per cent (98%) were from 
nine (9) southeastern states. This was the greatest 
number recorded for any one year but probably repre- 
sents only a part of the total number of cases occur- 
ring because the reporting of actual cases has been far 
from complete. 

At the present time the United States Public Health 
Service recognizes two distinct types of Typhus Fever; 
(a) The classical European Typhus, which occurs in 
epidemic form, is associated with body infestation 
with infected lice, and has a high mortality rate; (b) 
Endemic or Murine Typhus, which follows contact 
with infected fleas, does not appear in epidemic form 
and has a relatively low mortality rate. This later 
group being the only one concerned in this discussion. 


Murine Typhus Fever is one of a group of diseases 
caused by the Rickettsial organisms, so named by 
da Rocha-Lima in 1916 in honor of the young Ameri- 
can bacteriologist, Howard Ricketts, who had prob- 
ably first observed the small micro-organisms and who 
later died of Typhus Fever. The Rickettsial organisms 
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are small micro-organisms which occupy a position 
somewHere between the bacteria and virus. In man 
and animals these organisms usually occur within the 
cells of the endothelial lining of the blood vessels. 
They have not been cultivated outside of the presence 
of living cells but remain a puzzling group, having 
some of the characteristics and attributes of both bac- 
teria and virus. 

Endemic Typhus Fever then may be defined as a 
(14) 


prolonged 


febrile disease of about fourteen 


but 
valesence, caused by Rickettsia Mooseri and _trans- 


mild 
duration 


days 
occassionally with con- 
mitted by flea bites, by contact with flea feces, or by 
ingestion of food contaminated by rat urine. 

The existence of a modified form of Typhus Fever 
in the United States was first suggested by Dr. Nathan 
Brill, who, in 1910, summarized his observations of 
two hundred and twenty-one (221) cases, the first 
occurring in 1898, of a disease resembling typhus, but 
being less severe and having a low mortality. He ex- 
pressed doubt that he was dealing with true typhus, 
but in 1912 laboratory evidence furnished by the 
United States Public Health 
that the then called “Brills Disease” and European 


Service demonstrated 
Typhus were identical, differing only in epidemio- 
logical features. It soon became apparent that Ende- 
mic Typhus or “Brills Disease” had probably been 
existent in this country for many years. Long after 
“Brills Disease” was definitely identified as Endemic 
Typhus, the mystery of its manner and mode of trans- 
mission and its peculiar lack of communicability from 
man remained to be solved. 

The epidemiology of old world typhus was well 
established when Dr. Brill made his first report, occur- 
ring chiefly among the lower strata of society and 
associated with filth and unsanitary conditions. The 
body louse being the principle vector of Epidemic 
Typhus, it ceases to exist when the lice are removed. 
Murine Typhus on the other hand, is no respector 
of social status or personal hygiene. Its occurrence in 
all seasons of the year but more frequently in summer 
and fall months 
number of years. Finally it was noted that most cases 


had epidemiologists at “bay” for a 


occurred among people who worked in trades as 
clerks, proprietors, salesmen and grocers. A large per- 
centage occurred among those handling foodstuff or 
worked in warehouses where rats were usually 
abundant. The suspicion was then made that rats 
might have some part to play and that some ectopara- 
site of the rat could be the vector. 

Brilliant research investigation by personnel of the 
National Institute Of Health in 1930-31 


raveled the transmission mystery. They found the 


soon un- 
Rickettsia of typhus in rats caught in buildings where 
human cases were occurring and also found it in fleas 
removed from these rats. In the light of this new 
knowledge it was readily understood why Old World 
or European Typhus Fever is epidemic because it is 
communicated directly from man to man through the 
intermediary of the body louse, a parasite peculiar to 
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man. Like-wise it was easy to understand why Murine 
Tvphus is endemic due to the fact that it is not trans- 
mitted from man to man but from rat to man by the 
rat flea, the rat being the perpetual reservoir. 

Public Health reports indicate that climatic condi- 
tions most favorable for widespread occurrence of 
Murine Typhus Fever in the United States lie south 
of thirty-three (33°) north latitude. In contrast to 
this, south of the thirty-three degree (23°) north 
latitude line Typhus Fever appears to be contracted 
about as extensively in residential and rural sections 
as it is in the business areas of cities and towns. 

The peak seasonal incidence varies, but in most 
places the greatest number of cases are reported dur- 
ing July and August. In an infected establishment 
every individual in the area may become infected with 
typhus within a very short time. The majority of 
cases are reported among adults, males exceeding fe- 
males by a ratio of at least two to one. However, 
children are not excluded. This disease is no respector 
of persons or positions. 

Practically all wild rodents and many other animals 
have been found susceptible to infection with the 
Rickettsiae of typhus, (Rickettsia Prowazeki Mooseri ) 
but the domestic rat is the chief reservoir and source 
of infection so far as man is concerned. 


Humans contact the disease from rats or from fleas, 
but the exact mechanism of the transmission is not 
entirely clear. It is possible that humans are infected 
with Typhus Rickettsiae through infected feces or 
rodent ectoparasites. Experiments show that Rickett- 
siae are excreted in feces of lice and fleas. 


Rickettsiae in flea feces may retain their virulence 
for periods of a month or more. Floors, shelves, and 
exterior surfaces of buildings which harbor typhus in- 
fected rats and their parasites may be contaminated 
by infectious ectoparasite feces dislodged from fur of 
rats, or deposited by fleas which have become sepa- 
rated from their hosts. 

The possibility that persons may become infected 
through infectious feces, without being bitten by the 
parasite is very strong. 

Extensive efforts have been made to get rid of rats, 
which are the reservoir of the infection. Rat-proofing 
of buildings and rat poisonings have been applied 
with varing degrees of success. Lately the attack has 
been directed also against the rat flea and other ecto- 
parasites by dusting with DDT powder all reachable 
rat-runs, burrows and harborages, and areas of pass- 
age in which rats might collect DDT on their coats 
and carry it to their nests. 


Field trials of closely controlled DDT dusting op- 
erations by the United States Public Health Service 
in selected areas in southern Georgia has shown dis- 
turbed normal ecology of rat ectoparasite populations 
in a variety of ways. Also a significant reduction in 


the prevalence of typhus complement-fixing antibodies 
in the rat population of dusted areas and by so doing 
may have contributed to the altered epidemiological 
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picture of Murine Typhus, thereby reducing preval- 
ence of the disease in rats and man. It is still too soon 
to completely evaluate the results, but these indica- 
tions support the theory that DDT dusting on county 
wide basis of rat runs and harborages, with the aid 
of other rodent or rodent ectoparasite control measures 
can reduce the incidence of Murine Typhus in the 
southern states. 

Vaccines against Endemic Typhus Fever have been 
developed which give good protective value in animals 
but have not been adequately tested in man. 

In South Carolina Murine Typhus has had an en- 
demic foci in Charleston and Beaufort for a number 
of years. During the early 1930's a large percentage 
of the reported cases came from the city of Charleston 
alone. 

Charleston being a sea-port it has the usual diffi- 
culties, in common with all sea-port towns, of rat 
infestations, due mainly to the large storage ware- 
houses and shipping facilities, which offer both food 
and harborage as well as transportation of rats in 
ship cargoes. Likewise, on the land side numerous 
railroad connections fan out to all points of the state. 

In following the spread of typhus inland it is noted 
that it occurred first along points of direct connections 
with Charleston, Beaufort and the adjacent cities of 
Savannah and Augusta, Georgia, both long known as 
definite foci. 

Beginning with the decade of 1930, the state em- 
barked on an extensive road building program. Mod- 
ern highways have reached many of the out-of-the- 
way communities or at least made them easily and 
quickly accessible. Trucks carrying rats, as well as 
grains and produce, have undoubtedly played a part 
in carrying typhus to these communities that had not 
experienced the disease previously. 


Annual reports of the South Carolina State Board of 
Health beginning with the year 1937, reveal a note 
of considerable concern over the increase in incidence 
of reported cases of Typhus Fever, which reached one 
hundred and one (101) cases against fifty-nine (59) 
cases the previous year. The largest increase occurred 
in Spartanburg, a center of food distribution through 
wholesale houses, and it is interesting to note that 
there is a direct railroad connection with Charleston. 

During 1938, Murine Typhus Fever continued to 
increase in incidence reaching one hundred and forty- 
six (146) cases. 

By 1939, a total of two hundred and thirty-two 
(232) cases being reported from all sections of the 
state. During this time control efforts were headed 
by a full time Sanitary Officer who concentrated his 
efforts in increasing interest in the control of rats in 
communities with the highest number of cases. 

The 1940-41 morbidity reports show a decline in 
Endemic Typhus Fever, the first in ten years. These 
reports indicate that it has spread to all counties of 
the state but remains almost entirely an urban disease. 
Therefore, it was considered that their efforts in rat 
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control programs were beginning to bear fruit but 
warned that further outbreaks would occur unless 
more determined efforts were made by city officials in 
carrying out Rodent Control Programs. 


Rules and regulations to prevent the spread of 


Typhus Fever by requiring certain structures to be 
rat free and rat-proof were prepared by the State 


Board of Health for incorporation into city ordinances 
in order that an effective control campaign could be 
started in infected areas. 


In July, 1942, the significant increase in incidence 
of Typhus Fever and pressure of the war effort caused 
the United States Public Health Service to form a 
Typhus Control Unit, which was in reality the out- 
growth of limited typhus control activities started 
earlier, and used primarily as a field unit for demon- 
strating rat-proofing methods. 


Assistance from this unit was received by the state 
in the form of assignment of trained personnel to the 
State Board of Health to aid in organizing projects of 
rat poisoning. and rat-proofing in the infected towns 
and to assist in their operations until local workers 
were trained in the work. The projects were financed 
locally by the beneficiaries of the work and often 
were subsidized by the communities. The program in- 
cluded: (1) rat-proofing establishments, which was 
the most extensively used method; (2) inspection of 
buildings to determine degree of rat infestation; (3) 
rat poisoning campaigns; and, (4) rat trapping. 


On July 1, 1945, typhus control activities of the 
United States Public Health Service were reorganized 
federal 


funds became available for 


operational control activities. Morbidity statistics for 


and _ increased 
Typhus Fever in South Carolina were considered 
significant to warrant control activities with federal 
assistance and an extensive cooperative program of 
Typhus Control was entered into. 

Administrative jurisdiction was placed under the 
control of the Division of Preventable Disease of the 
State Board of Health 
through the local health departments. The various 


and operations carried on 
activities were integrated into an over-all program 
and was characterized by the introduction of DDT 
dusting as a method of controlling rat ectoparasites. 
Although it is uncertain as to which ectoparasites are 
principally responsible for transmitting the Rickettsia 
organisms to humans, evidence pointed to the oriental 
rat flea, Xenopsylla Cheopis, as the most incriminating 
vector. Therefore, if the vector could be removed, the 
control of Typhus Fever could easily be obtained. This 
dusting operation was justified on the basis of experi- 
mental observations which showed that good control 
of rat ectoparasites could be obtained by dusting DDT 
along travel. 
Fortunately, the rat flea has proved to be more 


places where rats were known to 


susceptible to control by DDT than mites or lice. 


In order to evaluate the dusting procedures, live 
rats were trapped before and after dusting and the 
degree of infestation with fleas and other ectopara- 
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sites determined. Prevalence of typhus in rats was 
also determined by serological complement-fixation 
test. 


This cooperative program of typhus control between 
the State Board of Health and the United States Pub- 
lic Health Service has been developed along sound 
technical lines with every indication so far of pro- 
ducing the desired results. With the increase in the 
use of DDT and greater use of newly developed 
poisons, greater progress in typhus control may be 
anticipated. The program is in reality a demonstration 
to solicit the support of organizations both public and 
private, as well as the public generally. As this goal 
is attained through public health education and 
local health department personnel gain experience in 
the application of typhus control methods, it is 
anticipated that financing will be entirely on a local 
basis and the United States Public Health Service 
participation will be limited to epidemiological and 
technical assistance when requested. 


There is no question that in order to ‘continue the 
program it must be integrated into the overall activities 
of the local health departments and be supported by 
an enlightened public. The reason for seeking this 
broad support lies in the fact that rats are so widely 
entrenched in the habitats of man that adequate con- 
trol is impossible without widespread and _ co- 
ordinated effort. If properly carried out it can lead 
to the prevention of all the rat-borne diseases which 
have plagued man through the centuries. 


CONCLUSIONS 
. Murine Typhus Fever is of increasing Public Health 
significance. 
2. Murine Typhus Fever is still predominately a dis- 
ease of cities and small towns in South Carolina. 
3. The highest incidence of typhus in South Carolina 
is in the eastern half of the state but cases have 
been reported from all counties of the state. 
. The cases reported from the western half of the 


state have been sporadic or minor outbreaks usually 
traceable to a definite foci. The danger of further 
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spread is likely due to easy access over improved 
and fast transportation facilities. 


. Typhus Control measures appear to be reducing 


the incidence of the disease in South Carolina. 


The disease in the rat population can be reduced 


to such a point that it will not constitute a real 
danger to human beings by typhus control measures 
employing such procedures as rat poisoning, DDT 
dusting, rat-proofing and education of the public. 
Such measures must be carried out on community- 
wide basis to be effective. 
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BREAST CARCINOMA: 
A STATISTICAL ANALYSIS 


CHARLES B. HANNA, M. D. AND 
R. W. PostLetuwairt, M. D. 
Charleston, S. C. 


Whereas the analysis of a relatively small group of 
cases of carcinoma of the breast cannot be expected 
to disclose new ideas or principles, it is of value to 
summarize the local statistics and these may serve 
as a basis for discussion of various aspects of diagnosis 
and treatment. With this in mind, a statistical review 
has been carried out of 220 cases of histologically 
proven carcinoma of the breast seen at the Cancer 
Clinic and Roper Hospital during the ten year period 
1940-1949. 

In this review, Portmann’s! 
has been utilized to group these patients according 
to stage. It must be emphasized that in the majority 
of instances selection of the proper stage was based 
on the recorded descriptions of physical findings, and 
in some cases the information given was incomplete. 
According to Cade,2 Portmann’s classification is the 
most satisfactory one available and is of value from 
the standpoint of selection of treatment and prognosis. 
Clinical signs as well as pathologic findings determine 
the extent of the tumor and the stage. Because of its 
Portmann’s revised classification is re- 


revised classification 


importance, 
produced as follows: 

Stage I—Tumor: localized in breast and movable. 
Skin: not involved. Metastases: none in axillary lymph 
nodes or elsewhere. 

Stage II—Tumor: localized in breast and movable. 
Skin: not involved. Metastases: few axillary lymph 
nodes involved, none elsewhere. 

Stage I11]—Tumor: diffusely infiltrating breast, fixa- 
tion of tumor or breast to chest wall, edema of breast, 
secondary tumors. Skin: edematous, brawny red in- 
duration or inflammation not due to infection, ex- 
tensive ulceration, multiple secondary nodules. Meta- 
stases: many axillary lymph nodes involved or fixed, 
no clinical or x-ray evidence of remote metastases. 

Stage IV—Tumor and skin: as in any other stage. 
Metastases: axillary and supraclavicular lymph nodes 


extensively involved, clinical or x-ray evidence of re- 


mote metastases. 

Using this classification, the 220 cases under dis- 
cussion were divided: Ninety-seven in Stage I, fifty- 
six in Stage II, forty-seven in Stage III and twenty in 
Stage IV. The incidence by age and color is shown 
in Table I, and by color and stage in Table 2. Only 
one patient was a man. Four patients were under 30 
years of age and thirty-three were over 70 years. The 
age distribution in this series is generally higher in 


the older groups than that in the reports of others, 
such as Nicolson and Grady,3 Wells4 and Haagensen 
and Stout.5 One hundred and nineteen patients were 
white and 101 colored. Of interest is the fact that 65 
percent of the white patients were grouped in Stage I 
whereas over half of the colored patients were in 
Stage III or IV. This suggests the effects of economic 
level, general intelligence and possibly the value of 
various educational campaigns. 


Only 6 per cent gave a history of previous breast 
disease. Seventy-four per cent had one or more preg- 
nancies; 10.6 per cent had more than seven preg- 
nancies. According to their history, 23.4 per cent 
were premenopausal at the onset of the malignancy. 


A determination of the primary symptomatology in 
these patients (Table 3) again emphasizes that a pain- 
less lump in the breast is by far the most common 
mode of onset. Usually felt accidentally by the patient, 
although occasionally noted by a physician during ex- 
amination for other complaints, the mass may escape 
detection until it has been present for several months. 
Certainly greater efforts are needed, 
particularly in the lower economic levels, to inform 
these patients of the possible cause of a lump in the 


educational 


breast and to instruct them in the simple procedure 
of monthly breast self-examination. 


The frequency of symptoms referable to the nipple 
as the primary complaint is perhaps disproportional 
in this series, since there were ten patients who had 
Paget’s disease of the nipple. Pain in the breast and 
ulceration of the lesion were about equally frequent 
as first symptoms. A few first noted enlargement of 
the breast, shrinkage of the breast or discharge from 
the nipple. Six patients noted first a mass in the axilla. 


Subsequent symptoms included breast pain in 22 
per cent of the patients. An additional 10.5 per cent 
noted a mass in the breast and nearly 14 per cent 
developed ulceration of the skin. Less frequent later 
symptoms included a mass or masses in the axilla 8.7 
per cent, nipple discharge 7.1 percent, tenderness of 
breast 6 per cent, nipple retraction 4 per cent and 
weight loss 4.6 per cent. Symptoms of far advanced 
disease were occasionally recorded; these included a 
second breast tumor, cough, bone pain, weakness, 
swelling of the arm and supraclavicular mass. 


Of considerable interest, again from the standpoint 
of cancer education, is an analysis of the duration of 
symptoms prior to consulting a physician. This is 
shown in Table 4. About one-third of these patients 
saw their physicians after having symptoms for three 
months or less. Another third, however, waited for a 
period of more than twelve months, during which time 
they were aware of a breast abnormality, before seek- 
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ing medical care. 

In about 90 per cent of the patients, the first physi- 
cian consulted advised or carried out either proper or 
acceptable treatment. Generally speaking, this percent- 
age is excellent and places the major share of culpa- 
bility for delay on the patients. The remaining pa- 
tients, however, were less well handled: Two patients 
had incision and drainage under a mistaken diagnosis 
of abscess, which is a reasonable error. Nine patients 
were given an ointment to apply to the breast which 
could be acceptable for Paget’s disease but not for a 
mass in the breast, which was the case in several 
instances. Fourteen patients had no treatment and no 
particular advice offered by the first physician con- 
sulted. Two patients refused treatment. 

Tabulation of the recorded physical signs in order 
of frequency is shown in Table 5. It is of considerable 
interest that, following a mass in the breast, the next 
four most common physical signs noted were axillary 
adenopathy, fixation of the mass to the skin, fixation 
to the deep fascia and ulceration. These are all late 
signs of breast malignancy and suggest that, in view 
of the number of Stage I lesions, the early signs were 
either not looked for or, if found, were not recorded. 

The importance of seeking and identifying the early 
signs of carcinoma of the breast cannot be over- 
emphasized. Minute changes in the contour of the 
breast and asymmetry of the breasts should be noted. 
The lesion, however small, is a dominant mass, usually 
firm, non-tender and fading into the surrounding nor- 
mal tissue at its margin. A sensation of decreased 
mobility without actual fixation should make the ex- 
aminer suspicious. Decreased elasticity of the nipple 
should be carefully noted. Shortening of the suspensory 
ligaments of the breast (Cooper's ligaments) may 
produce early retraction signs which are practically 
diagnostic. Slight dimpling of the skin and displace- 
ment of the nipple may be accentuated by raising the 
the 
muscles and by leaning forward so that the breasts 


arms over head, by contracting the pectoral 
hang from the chest wall. These signs may be detect- 
able only on most careful examination in the early 
both 


methodical and careful investigation of the axillae 


lesion. Routine examination of breasts with 
for lymphadenopathy must be done for complete ap- 
praisal of the disease. Notation of the number, size 
and consistency of all lymph nodes permits more 
accurate staging and selection of treatment. One can- 
not wait for obvious signs, such as edema of the skin, 
nipple retraction or tumorfixation of the deep fascia 
if appreciable improvement in the cure rate is to be 
attained. 

In the further examination of these patients, an 
attempt must be made to determine the presence or 
absence of remote metastases. Routinely, roentgen ex- 
amination of the chest, spine and pelvis is now car- 
ried out. It was found that seventy-nine of the 220 
patients in this series had no record of a preoperative 
x-ray of the chest. In addition to the usual physical 
and laboratory examinations, the status of cardiac and 
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renal function is investigated. Deficiency in blood, pro- 
tein, or vitamins is corrected. 

When a lump has been found in the breast, an 
accurate diagnosis can be made only by removal of 
a part or all of the mass, followed by histologic study 
of the excised tissue. For this reason, frozen section 
studies should be done in the operating room where, 
if the lump is proven carcinoma, a radical mastectomy 
may immediately follow. Because of this the patient 
should be prepared, not only physically but psycho- 
logically for the eventuality of radical mastectomy. 


Of the 220 cases, eighty-six were seen during the 
first five years and of these, seventy-five were treated 
surgically; sixty-five had simple mastectomy and ten 
the 
were operated on; sixty-two had simple 


radical mastectomy. During second five 


period, 127 


year 


mastectomy and sixty-three radical mastectomy. 


Of the seventy-three radical mastectomies, 34 per 
cent were clinically and histologically found free of 
axillary metastases. Only one case was believed to 
have axillary metastases but did not. Histologically 
proven axillary metastases were found in 20.8 per cent 
of patients thought to have no axillary lymph nodes. 
The remaining 43.1 per cent had the clinical impres- 
sion of axillary metastases proven histologically. 


At the present time, all patients seen in the Cancer 
Clinic with operable carcinoma of the breast are 
treated by radical mastectomy. The latter procedure 
includes complete removal of the involved breast with 
a wide margin of normal skin, of both pectoral mus- 
cles and of the axillary contents. Preoperative irradia- 
tion is not given; postoperative x-ray therapy is ad- 
ministered if axillary node involvement is 
The 


scribed by Haagensen and Stout are not completely 


lymph 
demonstrated. criteria of inoperability as de- 
subscribed to. Inflammatory carcinoma and carcinoma 
developing during pregnancy are at times treated by 
radical mastectomy. Edema of limited extent and 
moderate ulceration are not considered contraindica- 
tions to surgery. Fixation to the deep fascia may be 
inflammatory and so does not necessarily indicate in- 
operability. Satellite nodules, extensive edema, mul- 
tiple tumors, extensive ulceration and large, fixed 
axillary nodes and remote metastases are indications 
of inoperability. Simple mastectomy is employed only 
in far advanced lesions to relieve the patient of an 
ulcerative mass. In the premenopausal group, castra- 
tion is believed to be indicated, preferably by surgical 
means. Irradiation or hormone therapy is used in pa- 
tients not suitable for operation. Testosterone has been 
used in the majority of cases requiring hormone treat- 
ment. 


The number of cases treated by radical mastectomy 
more than five years ago is too small to be of any 
significance from the standpoint of follow-up study. 
Of the sixty-five cases subjected to simple mastectomy, 


32.3 per cent lived more than five years, a survival 
rate which is a little higher than would be expected 
without treatment. It is anticipated that later groups 
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of patients will show an appreciably higher rate of 
survival since radical mastectomy has been adopted 
for all operable cases and supplemental means of 
treatment are being utilized. 


SUMMARY 


During a ten year period ending December, 1949, 


220 cases of carcinoma of the breast were seen in 
this clinic. A statistical analysis of these cases has been 
carried out. An appreciable percentage, particularly 
of the colored patients, were in Stage III or IV at the 
time of admission, thus precluding treatment with 
reasonable hope of cure. Patient delay appeared to be 
the responsible factor, suggesting the need for greater 
efforts in lay education, particularly in the lower 


economic groups. Emphasis has been given to the 


early signs of breast malignancy. About a third of 


the patients treated by operation more than five years 
ago survived. 


AGE AND COLOR 


20-29 30-39 40-49 50-59 60-69 
White l 13 28 27 24 
Colored 3 15 2 26 23 
Total 4 28 5! 53 47 
Percentage 1.8 27 20 Ri 21.4 
Table 1 


COLOR AND STAGE 
I I] Ill IV 
No. % No. % No. % No. % 
White 77 64.7 29 24. 9 76 4 3.3 
Colored 20 108 27 26. 38 37.6 16 15.9 
Table 


First symptoms noted in 220 cases of breast carcinoma. 
Wi 
79.5 


Pain in breast ¢ 4.1 


Mass in breast 


Ulceration 

Mass in axilla 
Erosion of nipple 
Itching of nipple 
Nipple retraction 
Other 

Unknown 


Table 3 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


135 
Duration of symptoms prior to seeing a physician 


No. N 

13.6 
19.1 
17.3 


13.6 


Less than 1 month 30 
1 - 3 months 42 
3 - 6 months 38 
6 - 12 months 30 
12 - 24 months 26 11.8 
24 - 36 months 23 10.5 
Over 36 months 20 9.1 
Unknown 1] 5.0 


Table 4 


PHYSICAL SIGNS 


No. 
214 
Axillary adenopathy 65 


Mass in breast 


Fixation to skin 56 
Fixation to deep fascia 39 
Ulceration 36 
Nipple retraction 30 
Dimpling of skin 26 
Supraclavicular adenopathy 14 
Asymmetry of breasts 1] 
Erosion of nipple 10 


Table 5 
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PROGRAM 
SOUTH CAROLINA MEDICAL ASSOCIATION 
OCEAN FOREST HOTEL 
MYRTLE BEACH, SOUTH CAROLINA 
MAY 15, 16, & 17th 


TUESDAY, MAY 15 

10:30 A. M. House of Delegates 
9:00 P. M. Entertainment 
WEDNESDAY, MAY 16th 


9:30-10:00 A. M. Welcome 
Responses 
10:00 A. M. DR. I. M. HINNANT 
Crile Clinic, Cleveland, Ohio 
Subject: “Drug Therapy in Allergic Disease.” 
10:30 A. M. DR. FRANK C. OWENS 
Chairman Committee on Military Procurement for S. C. 
Columbia 
Subject: “The Status of the Doctor Draft Law in S. C.” 
11:00 A. M. DR. J. W. JERVEY 
Greenville 
Subject: “Reading Difficulties in Children.” 
11:30 A. M. Memorial Service 
11:40 A. M. Presidential Address 
Dr. Wilbur R. Tuten, President 
Fairfax, South Carolina 
12:00 Noon DR. HARRY S. MUSTARD, Guest Speaker 
Director, New York State Charities Aid Association 
Professor of Public Health Practice 
Columbia University, New York 
Subject: “The Changing Picture in Epidemiology.” 
1:00-2:30 P. M. Alumni Luncheon 
2:30 P. M. DR. F. E. KREDEL 
Department of Surgery 
Medical College of South Carolina, Charleston 
Subject: “The Sympathetic Nervous System and the General Practitioner.” 
DR. PAUL W. SANGER 
Charlotte, North Carolina 
Subject: “The Dangers of Symptomless Intrathoracic Lesions.” 
DR. BEN WYMAN 
South Carolina State Board of Health, Columbia 
Subject: “Rabies and the Doctor.” 
DR. J. GRAFTON LOVE 
Associate in Section on Neurosurgery 
Mayo Clinic, Rochester, Minnesota 
Subject: “Dumbbell Neurofibromas Involving the Spinal Cord and Nerve Roots (so-called 
Hourglass Tumors ).” 
8:00 P. M. Banquet 


THURSDAY, MAY 17th 


9:30-11:30 A. M. Ob-Gyn Symposium 
DR. LESTER A. WILSON 
Medical College of South Carolina, Charleston 
1. “Hemorrhage During the Third Trimester of Pregnancy” 
DR. HEYWARD H. FOUCHE, Columbia 
Discussants: H. M. ALLISON, M. D., Greenville, S. C. 
2. “Scopolamine in Obstetrics” 
Guest Speaker: H. F. SHARPLEY, Jr., M. D. 
Savannah, Georgia 
3. “Carcinoma of the Cervix Uteri” 
LAWRENCE L. HESTER, Jr., M. D., Charleston, S. C. 
Discussant: G. FRASER WILSON, M. D., Charleston, S. C. 
11:30-12:00 Noon DR. BUFORD S. CHAPPEL, Columbia 
Subject: “A Plastic Operation for Impotency—A Description of a Technique Using Cartilage 
Transplant.” 
12:00 Noon DR. LAWRENCE P. THACKSTON, Orangeburg 
Subject: “Retropubic Prostatectomy” 
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OUR GUEST SPEAKERS 

















J. GRAFTON LOVE, M. D. PAUL W. SANGER, M. D. 
Rochester, Minn. Charlotte, N. C. 











H. F. SHARPLEY, Jr., M. D. HARRY S. MUSTARD, M. D. 
Savannah, Ga. New York, N. Y. 
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SOUTH CAROLINA MEDICAL ASSOCIATION 


Petty Cash 
Guaranty Bank and Trust Company 
Accounts Receivable 
Deposits Receivable 
Investments 
Defense Bonds 
Peoples Federal Savings and Loan 


Office Furniture and Fixtures 


Total Assets 


Social Security 
Withholding Taxes 


Total Liabilities 


Balance 
Excess of Revenue over Expenses 


Total Surplus 


Total Liabilities and Surplus 


BALANCE SHEET 
December 31, 1950 


ASSETS 


$ 10.00 
14,616.34 
11,058.41 

3.00 


$10 000.00 
5,000.00 15,000.00 
: 3,492.09 


$44,179.84 


LIABILITIES 


SURPLUS 


43,692.30 


$44,179.84 


We have examined the treasurer’s records of the South Carolina Medical Association for the 


year ending December 31, 1950, and, 


We certify, that in our opinion, the above Balance Sheet and accompanying Statement of Rev- 
enue and Expenses, sets forth the financial condition of the South Carolina Medical Association as at 
December 31, 1950, and the results of its income and expenses for the year ended at that date. 


Florence, South Carolina 
February 2, 1951 


Respectfully submitted, 


JAILETTE AND BRUNSON 
Public Accountants 
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SOUTH CAROLINA MEDICAL ASSOCIATION 
STATEMENT OF CASH RECEIPTS AND DISBURSEMENTS 
January 1, 1950 to December 31, 1950 
Balance per Bank, January 1, 1950: 
Guaranty Bank and Trust Company 


Revenue Receipts: ; 
A. M. A. Dues $22,410.00 
Membership Dues 214.00 
Subscription Dues 3,102.00 
Advertising 11,496.67 
Interest Earned 250.00 
Exhibits 2,808.00 
Directory of Members 55.50 
Miscellaneous Income 602.73 57,938.90 


$29 
17 





Total $68,716.68 


Less: Expenses 
Audit and Legal 124.50 
A. M. A. Conventions 1,236.74 
S. C. Convention 1,878.58 
Dues and Subscriptions 90.00 
National Conference 89.50 
Heat, Lights, and Water 134.51 
Insurance 67.35 
Misc. Expenses 179.73 
Office Supplies 681.29 
Printing Journal 5,936.44 
Rent 606.00 
Salary—Editor 2,100.00 
Salary—Director of Public Relations 6,700.00 
Salary—Business Manager 1,200.00 
Salary—Stenographic 2,475.00 
Postage 424.90 
Taxes 149.07 
Telephone and Telegraph 630.51 
Travel 140.55 
Bank Charges 5.90 
Expenses—Public Relations 2,430.94 
Rosters of Members 423.02 
Stenographic Help 1,655.00 
Historical Committee 3.80 
Committee on Military Service 56.06 
Freight and Drayage 6.49 
Maternal Welfare Committee 29.28 
A. M. A. Dues 22,260.00 
Woman’s Auxiliary 851.13 
N. B. Heyward 1,093.40 


Total Expenses 53,659.69 


Balance Carried Forward $15,056.99 
Withholding Taxes 
Social Security—12-31-50 25.24 
Withholding Taxes—12-31-50 462.30 


: 487.54 
Less: Social Security—12-1-50 
Withholding Taxes—12-1-50 ‘ 333.61 





153.93 


: $15,210.92 
Furniture and Fixtures 594.58 


Balance per Guaranty Bank & Trust Co., 12-31-50 $14,616.34 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1. Cooperation 


To promote closer cooperation and 
better understanding between _ all 
agencies, groups and individuals con- 
eerned with providing and improving 
medical eare for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medieal care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tiGa.s. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medieal colleges throughout the ecoun- 
try. 


To promote good nursing education 
and good nursing eare throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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ANNUAL MEETING 


The annual meeting of the S. C. Medical Associa- 
tion will be held at Myrtle Beach May 15 to 17. The 
House of Delegates will meet on the 15th, and the 


scientific sessions will be held the following two days. 


Elsewhere in this issue is to be found the program 
for the meeting. The Scientific Committee is to be 


congratulated for its work. 


Complete programs, with full details, will be 


printed at a later date and will be available to all 
the members. In the meantime it would behoove 
those who intend to go to make their reservations with 


the Manager of the Ocean Forest Hotel. 





ATLANTIC CITY MEETING 


The annual meeting of the American Medical Asso- 
ciation will be held in Atlantic City, June 11-15. 

It is our belief that every practicing physician owes 
it to himself and to his patients to attend at least one 
annual meeting of the A. M. A. It is not only 
exhilarating from the scientific standpoint but it gives 
one the opportunity to get a panorama of medical 
affairs on the national scale and to mingle with physi- 


cians from every part of our country. 


There are few cities in ihe United States which can 


hold this annual meeting with its ten thousand or 


more physicians in attendance and Atlantic City is 
the city nearest to our own state. We would urge as 


many of our members as possible to attend this year. 


Our two delegates will be glad to take any who 
attend into the meetings of the A. M. A. House of 
Delegates and to show them the modus operandi of 
the Association. They will be located at the Hotel 
Traymore, where the sessions of the House of Dele- 
gates are to be held, and may be reached easily by 


telephone. 


CANCER 


For the past year we have been devoting a special 
section of this Journal to cancer. Articles have been 
written by different members of the faculty of the 
Medical College under the general supervision of 
Dr. R. W. Postlethwait, Director of the Cancer Clinic 
at the Medical College. Tc Dr. Postlethwait we want 
to express our sincere thanks for a task well done. We 
also wish him well as he departs for West Virginia to 


enter into private practice. 


We are glad to announce that Dr. Henry W. Mayo, 
Jr., has been appointed Acting Clinical Director and 
has agreed to take over the editing of the Cancer 


section. We feel that these articles have been of 


considerable value and that we are fortunate in having 


the series continued. 
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THE TEN POINT PROGRAM 


M. L. MEADORS, DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 





INDUSTRIAL COMMISSION FEE SCHEDULE 


In December, 1950, the South Carolina Industrial 
Commission released a suggested schedule of fees for 
professional services in cases before the Commission. 
The schedule was published after, and as a result of 
conferences of the Chairman of the Commission, Mr. 
James J. Reid, with a committee from the South Caro- 
lina Medical Association. Subsequently, copies of the 
printed schedule were mailed from the office in Flor- 
ence to every member of the Association. 


The following account of the progress in the matter 
and the developments in the course of adoption of 
the schedule, was prepared by Dr. Frank C. Owens 
of Columbia, chairman of the committee: 

“This committee had several meetings and after 
considerable made its recommendations 
before the House of Delegates at the annual meeting 
of the South Carolina Medical Association at Myrtle 
1949. It recommended the New York fee 
schedule with modifications and stated: 


discussion 


Beach in 
“Tt was felt that the medical fee schedule could be 
accepted almost in its entirety without modification, 
but that the surgical charges, in view of the prevail- 
ing lower rate in South Carolina should be reduced 
throughout the schedule by 25 per cent. This seemed 
to be appropriate in all the departments of surgery 
including the various specialties. It was felt, however, 
that it would be better to make separate charges for 
after-care as is being done now on our state form 14.’ 


“These recommendations were approved at the 
1949 South Carolina Medical Association Convention. 


“Subsequent to that meeting, Dr. White left the 
country for work elsewhere. Dr. Frank Owens was 
asked to serve as Chairman of the committee. Dr. 
Augusta Willis moved away from Orangeburg. Dr. 
William Judy of Greenville and Dr. Charlie Wyatt of 
Greenville were appointed on the committee. 


“During the latter part of 1949 and the early part 
of 1950 a number of conferences were held by this 
committee. Conferences were also held with repre- 
sentatives of the Industrial Commission. The Legisla- 
ture appointed a Joint Committee to investigate the 
operation of the Industrial Commission. Several hear- 
ings were held and representatives from your com- 
mittee appeared before that group. There was some 
feeling and tendency in the Legislature toward ap- 
proval of the North Carolina fee schedule as a proper 
one for South Carolina. 

“The Industrial Commission of every state in the 
Union was written and it was requested that a copy 
of their fee schedules be furnished your committee. 


All of those having fee schedules responded. These 
were studied and compared. It was felt by the com- 
mittee that rules and regulations of the New York 
Industrial Commission were probably necessary and 
advisable for the medical profession in New York 
State but would not be satisfactory to South Carolina. 
It was felt that the matter of securing clearance from 
the Industrial Commission before being authorized to 
treat any compensation case except an emergency 
might lead to discrimination. The question of differ- 
ent amounts paid to different doctors for the same 
work was another angle that might lead to dis- 
satisfaction. 


“After studying the various schedules, it was 
brought out that the Veterans Administration schedule 
had been accepted by members of the medical profes- 
sion for some time and had apparently been working 
satisfactorily. It was therefore agreed and decided by 
the committee to recommend to the South Carolina 
Medical Association that they accept as a suggested 
fee schedule for the South Carolina Industrial Com- 
mission cases, the same schedule as was in operation 
for the Veterans Administration. With this in view, 
we appeared before the House of Delegates at the 
1950 May meeting of the Association and made the 
following recommendation: 


““That the South Medical Association 
adopt as a suggested fee schedule for services in cases 
within the jurisdiction of the South Carolina Industrial 
Commission, the fee schedule for medical services for 
the Veterans Administration set forth in VA catalog 
#5, issued February 15, 1948.’ 


Carolina 


“This recommendation was approved by Council 
and by the House of Delegates. Mimeographed copies 
of the comments were dis- 
tributed at the meeting and were available to all of 
those attending the Convention of the South Carolina 
Medical Association at Myrtle Beach in 1950. 


recommendation with 


“The South Carolina Industrial Commission last re- 
vised a fee schedule in 1936, and has been operating 
under that schedule ever since. 

“The adoption of the schedule in 1950 was with 
the idea that it be a suggested fee schedule. Copies of 
it would be sent to the medical profession of the state 


and it was to be put in operation and any inequalities 
that might be noted could be brought to the attention 
of the committee and of the Industrial Commission 
with the view to having them corrected. 


“In the: foreword of the fee schedule pamphlet the 
Industrial Commission makes the following comment: 


““All interested parties are requested to observe 
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Detail of the Labyrinthine Structure 


“The prophylactic value of Dramamine was conclusively demon- 
strated among 170 passengers who volunteered the information 
that they were unusually susceptible to motion sickness. ... There was 
complete relief (freedom from any signs or symptoms of airsickness) 


in 152 cases or 89.5 per cent;.... 


—Tuttle, A. D.: Special Breakdown of 
Case Histories, presented at the Airlines 
Medical Directors Association Meeting, 
New York, N. Y., Aug. 28, 1949. 


DRAMAMINE® Brand of Dimenhydrinate 


For the prevention or treatment of motion sickness caused by auto- 


mobiles, streetcars, ships, planes, trains and other vehicles. 


Supplied in 50 mg. tablets and in liquid form. 


RESEARCH IN THE SERVICE OF MEDICINE SEARLE 
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carefully the functioning of this schedule of medical 
fees, noting limitations, errors.and any provision which 
may be unreasonable or impractical and file with the 
Industrial Commission any observations and sug- 
gestions.” The Secretary of the South Carolina Medical 
South Carolina Industrial 


Association advised the 


Commission of this action. 


“The medical fee schedule committee feels that the 
one submitted is a good working model. It is not 
perfect. No doubt some changes should be made and 
in operation other changes necessary will be brought 
out. The committee would be very happy to receive 
any constructive suggestions as to how this schedule 
can be improved. They would appreciate having, these 
suggestions turned in to them in time for study before 
the meeting of the South Carolina Medical Association 
at Myrtle Beach in May, 1951.” 





BLUE SHIELD COMPLETES YEAR 


As the South Carolina Medical Care (Blue Shield ) 
Plan reaches the first anniversary of the beginning of 
its operation, it is interesting to note the progress: that 
has been made. 


According to the report of the Executive Director, 
Mr. Allen D. Howland, who serves also in the same 
capacity for the South Carolina Hospital Service ( Blue 
Cross) Plan, to the Board of Directors on March 18th, 
the record of operation during the first eleven months 
is very favorable. 


Beginning with the writing of contracts effective 
April 1, 1950, as of February 1, 1951, Blue Shield in 
South Carolina had paid 804 claims to physicians, 
amounting to a total of $34,915.00. This is more than 
three times the amount of the capital investment ad- 
vanced to Blue Shield by the South Carolina Medical 
Association, and the money it should be remembered, 
went directly to the physicians performing the services, 
and not indirectly via the hands of their patients. 


In addition to the amount paid in claims, as stated 
above, the Plan has accumulated, and had on hand as 
of March 1, 1951, a reserve of $32,079.00. It should 
be pointed out of course that the record of the first 
year’s operation is not expected to be continued at 
that high level. Were it so, it would not be in order 
for the premiums to be maintained at the present rate, 
but all contracts were issued with a ten-month waiting 
period in obstetrical cases, and claims arising from 
this source, therefore, have just begun to be eligible 
for payment. They are expected to increase rapidly in 
number within the additional 
subscribers who have held their contracts the required 
length of time become eligible for benefits on this 


next few months as 
account. 

There were at the end of February a total of 6,883 
contracts in effect, covering 18,665 individuals. 


To us, the most heartening thing about the entire 
picture is the fact at the end of February the number 
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of participating physicians had increased to a total of 
816—more than three-fourths of the total dues-paying 
membership of the South Carolina Medical Associa- 
tion. That is overwhelming evidence of the recognition 
and acceptance by the members of the Association of 
the principle and purpose of Blue Shield, and of their 
sincere desire to cooperate in this effort to demonstrate 
to the people of South Carolina the genuine intention 
of the profession to make a material contribution to- 
ward the solution of whatever problem may exist with 
respect to the payment for professional services for 
medical care. 


On the basis of the record thus far, everyone who 


has taken an active part in the initiation and organiza- 
tion of the Blue Shield Plan and who has signed a 
contract of participation or espoused the cause in any 


way, has ample reason to feel justified for whatever 
small sacrifice may have been made by way of the 
expenditure of effort or agreement to accept a fixed 
schedule of fees. 





THE GROWTH OF VOLUNTARY 
HEALTH INSURANCE 


Dr. Elmer L. Henderson, President of the American 
Medical Association, points out that a new milestone 
in prepaid medical care has been marked through the 
rapid growth of voluntary health insurance. Addressing 
a dinner meeting of United Medical Service, New 
York’s Blue Shield Plan on January 25, 1951 in New 
York City, Dr. Henderson reviewed the growth and 
development of the principle of prepaid medical care 
and the progress and the contribution which has been 
made through this medium toward the solution of the 
problem of furnishing adequate medical care to all 
people. 


United Medical Service had recently enrolled its 
two-millionth member in the Metropolitan area of 
New York. Organized in 1944, it is at the present time 
second largest of the country’s Blue Shield plans. 
Michigan took the lead a short time ago. 


Henderson included in his 
extent of enrollment, and 
Blue Shield Plans, 
should be of interest to the medical profession every- 


The review which Dr. 
address, of the number, 


other data with respect to the 
where. It deserves the especial attention of doctors of 
South Carolina, as their Blue Shield organization, the 
South Carolina Medical Care Plan, completes the first 


year of its existence on April Ist. 


“the nation’s Blue 
Shield plans alone gained five million new members 
during 1950, for a new record year of growth. The 


increase last year exceeded the previous high gain 


According to Dr. Henderson, 


in 1949 by almost two million. 


“The Blue Shield plans are enrolling new members 
at the rate of 28,000 every working day, and they 
now protect more than seventeen million persons, or 
approximately twelve per cent of the population. 
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LACTOGEN 


When the supply of breast milk is inadequate or when lacta- 
tion fails entirely, there is no better formula than Lactogen 
Designed to resemble mother’s milk, it consists of whole cow’s 
milk modified with milk fat and milk sugar. It differs, however, 
in one important respect: the protein content of Lactogen in 
normal dilution is one-third greater than that of mother’s 


milk—2.0% instead of 1.5%. 


LCi Sfert Bormula Se Cre Pacha 


Lactogen contains all the ingredients of a well-balanced infant 
formula. In addition, it is fortified with iron to compensate 


for the deficiency of this mineral in milk. 


Ci Papa. Maly Ud Wat 


Lactogen is simple to use. The prescribed amount is stirred 
into warm, previously boiled water. Either a single feeding 
can be prepared, or the entire day’s quantity can be made up 


and stored in the refrigerator until used. 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 
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NOTABLY HIGH IN 
PROTEIN CONTENT 
Lactogen contains 
a generous amount 
of protein ... more 
than enough to 
satisfy every protein 
need of the rapidly 
growing infant. 
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Other non-profit medical care plans, which are not 
yet in the Blue Shield group;cover an additional two 
and one-quarter million people, making a total of 
nearly twenty million in just the physician-sponsored 
plans alone. 


There are now seventy-two Blue Shield plans in 
forty-one States, and participating in their operations 
are 113,000 out of the 150,000 physicians who are in 
active, private practice. Last year the Blue Shield 
plans paid out 150 million dollars for surgical and 
medical services rendered to member patients. 


The Blue Cross hospital plans added more than 
three million new members in 1950, and they now are 
beyond the forty million mark in total enrollment. 


Out of every dollar paid in premiums, the Blue 
Shield plans now are paying out eighty-two cents in 
benefits, and the Blue Cross plans are paying out 
close to eighty-eight cents in benefits. 


The facts and figures I have been citing relate 
mainly to the Blue Cross and Blue Shield plans. The 
same kind of progress was being made during 1950 
by the insurance companies and the various. other 
agencies in the health insurance field, but complete, 
final figures from all those sources will not be avail- 
able for several months. 


At the end of 1949, we know from the last annual 
report of the Health Insurance Council, more than 
sixty-six million Americans had some kind of volun- 
tary insurance protecting them against hospital, sur- 
gical or medical expenses. It is a conservative estimate, 
based on all known developments in 1950, that be- 
tween seventy and seventy-two million Americans 
now have some form of Voluntary Health Insurance. 


The Voluntary Health Insurance Plans not only are 
growing rapidly, but they also are developing new 
and improved types of coverage, based on sound 
actuarial standards. As a result of the so-called 
catastrophic coverage pioneered early last year by the 
California Physicians Service, fifteen of the Blue 
Shield plans now are preparing to offer protection 
against the prolonged costly illnesses such as heart 
disease, cancer and others. A number of insurance 
companies also are experimenting with this type of 
coverage, or are planning to introduce it in the near 
future. 


Marked progress also is being made in making in- 
dividual coverage more widely available for persons 
who cannot get group health insurance. Practically all 
of the Blue Shield plans, and many of the insurance 
companies, now offer individual enrollments. Maximum 
progress in this direction is one of the vital objectives 
of the medical profession. 


Another problem which is receiving serious intensive 
study, and which ultimately must and will be solved, 
is how to extend Voluntary Health Insurance pro- 
tection to older persons who are beyond the retirement 
age. 
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The remarkable growth and development of Vol- 
untary Health Insurance — which has taken place 
mainly in just the past ten years, and which still is 
gaining momentum—is proving that voluntary methods 
can take the economic shock out of illness, and that 
dangerous Government intrusion in the field of medi- 


cal care is completely unnecessary. 


The prediction of medical economists—that ninety 
million Americans will be protected by Voluntary 
Health Insurance within the next two or three years— 
is well on its way to fulfillment . . . 
of socialized medicine are fast losing all semblance 


and the advocates 
of a case.” 


Dr. Henderson took occasion to refer also to other 
steps which are being taken by the medical profession 
toward the solution of the problems of medical care. 
Not long ago we called attention to the creation of 
the Medical Education Foundation by the A. M. A. 
as another demonstration of the manner in which the 
medical profession is showing its ability to lead the 
way in voluntary fulfillment of the need, as has been 
done in the insurance field, without the aid of govern- 
ment subsidy. The same idea was expressed by Dr. 
Henderson in his address: 


Voluntary methods also are demonstrating their 
worth and vitality in the solution of other problems 
involving the supply and distribution of medical 
service. Throughout the State 
County Medical conducting — highly 
successful programs for placing doctors in communities 
which need them, for providing medical facilities 


nation, many and 


Societies are 


where needed, for supplying 24-hour emergency medi- 
cal service, for settling the complaints of patients, for 
informing the public on matters pertaining to health 
and medical care, and for insuring adequate medical 
service for all who need it. 


Such programs are proving that effective action 
can result from close cooperation among doctors, medi- 
cal schools, public officials, and the people of the 
The American Medical Association is 
urging and promoting the fullest possible development 
of such programs in every State, County and locality 
in the country. This is just one more part of the Amer- 
ican answer to those who would socialize medicine 
first, and the rest of the nation soon after. 


community. 


There is still another area in which we must prove 
conclusively that American, voluntary methods can 
do the job. This is the problem of financial aid to 
medical education—a matter been ag- 
gravated and given added prominence by the present 
national emergency, and also by a great deal of dis- 
torted, inaccurate propaganda. 


which has 


The Board of Trustees of the American Medical 
Association, at the December clinical session in Cleve- 
land, took the lead by appropriating half a million 
dollars as the nucleus of a fund to be raised for the 
aid of medical schools throughout the nation 





April, 1951 


The Board expressed the hope that its action will 
stimulate other industries, businesses, 
labor groups and private donors to help swell the fund 
for medical education—and it urged all American doc- 
tors to contribute individually, and to take the lead 
in obtaining contributions from other sources.” 

Dr. Henderson pointed out that contributions to the 
Medical Education Foundation can be addressed to 
535 North Dearborn Street, Chicago 10, Illinois. 


professions, 





1951 OBJECTIVES FOR MEDICINE* 


Clem Whitaker, Director of the National Educa- 
tion campaign, summing up medicine’s past ac- 
complishments for doctors attending A. M. A.’s Cleve- 
land session, warned them against complacency and 
then deftly outlined 1951 objectives on the “must 
list.” 

He said, “American medicine is in the strongest 
public position it ever has held because the people 
have been given the facts on this issue (socialized 
medicine) and have spoken out sharply against the 
abridgement of individual freedom in our country.” 
There certainly is some element of truth in that state- 
ment and in the declaration that there still remain 
some “undone jobs and unsolved problems” for 1951. 

Some of the bitterest attacks on medicine have been 
made by labor and Whitaker listed highest on next 
year’s list for accomplishment the conversion to our 
way of thinking of as many of these groups as pos- 
sible and the enlistment in our ranks of those labor 
groups who feel as we do. This is a job for every 
individual doctor and every medical society. Recent 
events indicate this is not as hopeless as it first appears. 
Unions are beginning to realize regimented labor 
would follow state medicine. 

Also, Wage Earner Forum’s recent survey showed 
45.8 per cent of those contacted against compulsory 
health insurance, 26.9 per cent for it and 27.3 per 
cent “don’t know enough about it” to make a choice. 
The latter group is a fertile field for both the govern- 
ment socializers and medicine. It’s a question of who 
gets there first with the most convincing arguments. 


*Reprinted from the February, 1951 issue of North- 
west Medicine. 


COSMETIC DERMATITIS? 


Clinical tests confirm the use of 
AR-EX Cosmetics for hyper-sen- 
sitive skins. Scented or Unscent- 
ed. Send for Free Formulary. 


AR-EX COSMETICS, INC., 
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Other groups with whom we have unfinished busi- 
ness, Whitaker said, “are P.T.A., the League of Wo- 
men Voters, the American Association of University 
Women and the Nurses Associations.” 

(Women’s Auxiliary please take notice, that state- 
ment is a direct challenge to you. What are you 
going to do about it?) 

Of equal interest to the physicians is that Britain 
is proceeding with the socialization of legal practice 
and rumors say the thought is spreading here. Whit- 
aker summed up this situation with the statement: 
“Doctors should make it their business to enlist their 
lawyer friends in the work of acquainting the people 
with the threat of a regimented society which hangs 
over them.” Farmers, too, should be educated to the 
tact that socialized farming is not good 
ranchers nor the consumers of their products. 


for the 


Whitaker enumerated as new year objectives for 
the “better physician-patient relationship” 
with emphasis on “elimination of overcharges, office 
inefficiency and discourtesy.” “And if you, the doctors, 
eee 


doctors, 


want to remain free you must be alert, aggressive 
citizens, ready to defend what America has given us,” 
he said. 

Not only increased enrollment in voluntary medical 
and hospital plans must be accomplished, but “we 
need improved types of coverage ° * ° greater pro- 
tection against prolonged catastrophic illnesses, more 
complete coverage of the regular costs of even ordinary 
illnesses,” Whitaker continued. “It has long been ap- 
parent that plans which offer only group coverage will 
not satisfy public demand ° ° ° that the growing de- 
mand for individual enrollment plans must be met.” 

Clem Whitaker isn’t just an individual making noise 
in the darkness. His list of new year resolutions for 
the medical profession isn’t just guess work or a long 
shot either. This “must program” is a result of long 
and anxious study of the problems that have vexed the 
medical profession for several years. These suggestions, 
if you please, have the full support of the highest 
leaders of organized medicine, or Whitaker wouldn't 
have dared make them publicly. 

They, therefore, carry great weight and should be 
convincing to the rank and file of the medical profes- 
sion. 


Free Diagnostic Aid 
Table of cosmetic irritants 
end allergens—an aid in 
diagnosing cosmetic sensi- 
tivity — sent to physicians on 
request. 
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a significant advance in the 
treatment of ventricular arrhythmias... . 





Oral PRONESTYL 
in ventricular premature contractions 

















Lead I. Control tracing, ventricular premature contraction. 
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Lead I. Tracing one week later: patient maintained 
on 2 Gm, Pronesty] per day. Normal sinus rhythm, 
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eccee PRONESTYL Hydrochloride 


less toxic than quinidine 


Indications and Dosage 


m conscious For the treatment of ventricular tachycardia: 
PATIENTS rally: 1 Gm. (4 capsules) followed by 0.5-1.0 Gm. (2 to 4 capsules) every 
four to six hours as indicated. 


Intravenously : 200-1000 mg. (2 to 10 cc.). Caution—administer no more than 
200 mg. (2 cc.) per minute. : 


Hypotension may occur during intravenous use in conscious patients. As a 
precautionary measure, administer at a rate no greater than 200 mg. (2 cc.) 
per minute to a total of no more than 1 Gm. Electrocardiographic tracings 
should be made during injection so that injection may be discontinued when 
tachycardia is interrupted. Blood pressure recordings should be made fre- 
quently during injection. If marked hypotension occurs, rate of injection 
should be slowed or stopped. 


For the treatment of runs of ventricular extrasystoles: 
Orally: 0.6 Gm. (2 capsules) every four to six hours as indicated. 


tN aNEsTHESIA During anesthesia, to correct ventricular arrhythmias: 


Intravenously: 100-500 mg. (1 to 5 cc.). Caution—administer no more than 
200 mg. (2 cc.) per minute. 


Supply 
Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000. 
Pronestyl Hydrochloride Solution, 100 mg. per cc., 10 cc. vials. 


PRONE STYL Hydrochloride 


SQUIBB PROCAINE AMIDE HYDROCHLORIDE 


ti cae acta all SQUIBB 











DEATHS 








LAWRENCE RANDOLPH KIRKPATRICK 


Dr. Lawrence Randolph Kirkpatrick, 72, died 
suddenly while vacationing in Beaufort, on Febru- 
ary 24. 


A native of North Carolina Dr. Kirkpatrick had 
practiced medicine in South Carolina since he re- 
ceived his discharge from the army at the end of 
World War I. He served as a Major with the medi- 
cal corps and was division surgeon of the 15th 
Calvary Division. Upon his discharge from the 
army he returned to Bennettsville and private 
practice. Later he moved to Belton and then to 
Ware Shoals where he had practiced for the past 
nine years. 

Dr. Kirkpatrick is survived by his widow, Mrs. 
Ruth Dantzler Kirkpatrick, one son and one 
daughter. 





FRANKLIN CARVER LEDBETTER 


Dr. Franklin Carver Ledbetter, 61, physician of 
Greenville for the past thirty-three years, died: at his 
home on March 3. He had been in declining health for 
several years and seriously ill for the past three 
months. 

Dr. Ledbetter was a graduate of Wofford College 
and received his medical degree from the Atlanta 
School of Medicine in 1914. Except for two years 
spent in Williamston, he had practiced in Greenville 
since 1917. 

Dr. Ledbetter is survived by his widow, the former 
Miss Sidney Gault, four sisters and one brother. 





DAVID ANDREW BIGGER 


Dr. David A. Bigger, 59, died unexpectedly at his 
home in Rock Hill on February 20. 


Dr. Bigger was a native of York County, a son of 
the late Dr. I. A. Bigger. He received his education 
at Davidson College, the University of North Carolina 
and was graduated from Jefferson Medical College of 
Philadelphia in 1917. He served as medical officer 
with the 20th Engineers during World War I and be- 
gan the practice of medicine in Rock Hill in 1919. 


Surviving Dr. Bigger is his widow, the former Miss 
Hazel Motte of San Francisco. 





NEWS ITEMS 





Dr. William N. Cochran has announced the asso- 
ciation of Dr. Richard S. Pollitzer in the practice of 
internal medicine at Spartanburg. 


Dr. Sam A. Heaton has opened offices at Newberry 
for the general practice of medicine. 


Dr. Charles McCord Smythe of Charleston and 
New York has been awarded a fellowship for heart 
disease research. 
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PHYSICIANS’ ART SHOW 


AT 
AMERICAN MEDICAL ASSOCIATION 
MEETING ATLANTIC CITY 


The American Physicians Art Association will 
have an art exhibit, as usual, during the A. M. A. 
convention at Atlantic City, N. J. June 11 to 15, 
1951, inclusive. Any physician in the United 
States, Canada and Hawaii desiring to participate 
in this show should communicate with the secre- 
tary for particulars. 


J. Henry Helser & Co., Inc., Investment Man- 
agers with offices on the Pacific Coast, are the 
new sponsors of the American Physicians Art 
Association and will award 200 trophies besides a 
special Helser Trophy—a large decorative cup 
depicting Yankee Ingenuity. This cup is to be 
awarded for art work done in any medium. Also 
the large Popularity Trophy will be awarded to 
the owner of the art piece receiving the most 
popular votes during the A. M. A. convention. 
Over 4000 members of the American Physicians 
Art Association will receive shortly, entry blanks, 
shipping labels and rules about this fourteenth art 
exhibition. 


The Annual Art Banquet will be held Tuesday 
evening, June 12 at the Marlborough-Blenheim 
Hotel, Atlantic City, N. J. 


F. H. Redewill, M. D., Sect’y 
American Physicians Art Association 
760 Market Street 

San Francisco 2, California 








CORRESPONDENCE 








Dr. W. R. Tuten 
President, S. C. Medical Society 
Fairfax, South Carolina 


Dear Dr. Tuten: 


We take considerable pleasure in informing you of 
a series of six Seminars to be held early in May in as 
many cities of our state. The subject of these Seminars 
will be Counseling Problem Drinkers. These Seminars 
are being sponsored by our organization and the 
Ministerial Associations in the various communities. 


The Seminars are to be held as follows: 


Anderson, April 30 Greenville, May 8 


Greenwood, May 1 Charleston, May 14 


Columbia, May 7 Florence, May 15 

Mr. Dicks is now a Professor of Pastoral Care and 
Counseling at Duke University, in which capacity he 
directs a counseling program in the Duke Hospital. 
He has had wide experience both as a counselor and 
as a lecturer and teacher on counseling to various 
professional groups. We consider it a very fine op- 
portunity for doctors, social workers, and other pro- 
fessional persons as well as ministers to have the op- 
portunities of these meetings. 


We will appreciate your including this information 
in any appropriate way to those associated with you 
in your work. 

Very sincerely yours, 


Howard G. McClain 
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Alglyn, in convenient tablet form, exhibits the 
desirable qualities of rapid and lasting action. 


In ten minutes the pH is raised to approxi- 
mately 3.9 and remains above 3.0 for two 
hours. The acceptability of Alglyn is further 
enhanced by: 


° 


high acid buffer capacity 

no acid rebound 

no alkalosis 

maximum pH of 4.5even when given in excess 
small, pleasant-tasting tablets 


low aluminum content 
(40% less than dried aluminum hydroxide) 
rapid disintegration 


Formulation: 







Each tablet contains 0.5 gram (7.7 grains) 
Dihydroxy Aluminum Aminoacetate, made by 
the chemical combination of Glycine, one of 
the amino acids, with Aluminum. 







PRODUCTS 
FOR THE MEDICAL 
PROFESSION 
OnLy 


brayten 
frharmaceutical company 


CHATTANOOGA 9, TENNESSEE 





Dosage: 

1 to 2 tablets after meals and upon retiring, or 
as prescribed by the physician. 

Supplied: 

0.5 gram tablets in bottles of 50 and 100. 
References: 
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tive Study of the Buffering Capacities of Various Com- 
mercially Available Gastric Antacids, J.A.Ph.A., Scien- 
tific Edition, 38: 586-588 (1949). 
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Acidity with Basic Aluminum Aminoacetate,” J. Phar- 
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. Paul, W. D., and Rhomberg, C.: ‘Medical Management 
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Please send me an introductory sample of Alglyn 





NAME M.D. 


ADDRESS 


aeeeeeesecceccesccssed 











THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 





April, 1951 











WOMAN’S AUXILIARY 






SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. A. F. Burnside, Columbia, S. C. 





Publicity Secretary: Mrs. Weston Cook, Columbia, S. C. 





PUBLIC RELATIONS 


As we know the theme for all Medical Auxiliaries 
is PUBLIC SERVICE THROUGH HEALTH ED- 
UCATION; so, we must be ever on the alert to con- 
tinue our past paths and also to extend to new ones 
We must realize we cannot be content to let the pub- 
lic receive health information through lay organiza- 
tions. The problems of today are not just medical 
problems but economic as well and demand the utmost 
of our energy and understanding. 


To reach the public each county, as well as the 
state, should have a speakers bureau including physi- 
cians, qualified non-medical speakers, and also those 
among the auxiliaries who are capable of speaking 
well in public. It must be remembered, however, that 
whatever we do from the Auxiliaries from the speak- 
ing standpoint should be done as representative of our 
doctor husbands, and all material approved by the 
Advisory Council. The doctor’s wife, whether she 
wishes it or not, indirectly represents the profession 
in the public eye and here is the task of crystallizing 
public opinion. Favorable action from a responsible 
organization can be obtained only by getting the un- 
assailable facts, regarding Health and Legislation, to 
that organization. It takes good judgment, careful 
planning, organizing, literature distribution (which 

can be obtained from the Nation Education Campaign, 

American Medical Association, 1 North La Salle Bldg., 
Chicago 2, Illinois), contact work, often an excellent, 
brief talk before the voting membership. The impor- 
tant thing is to get the facts to the people who want 
them. These citizens are growing in numbers in every 
community of the nation. Don’t hesitate to ask for a 
hearing. Let the various women’s organizations in 
your area know you are ready to provide speakers for 
them. Almost every organization is eager to hear the 
story of American Medicine and will welcome a com- 
petent, well prepared speaker. The procedure for a 
speakers bureau would be to (1) Prepare a schedule 
and assign someone to the re semeiiiia of seeing that 
your speakers are on the spot, on time, to fill their 
engagements. (2) Have a statement ready in advance, 
quoting your speaker’s talk briefly, for release in the 
local newspapers in the issue immediately following 
the program. (3) Provide the speaker with pamphlets 
for Senivotion to the audience after the talk. (4) 
When you get an endorsement, that is the news- 
worthy item which should be covered in the first para- 
graph of your story—and the spokesman for the en- 
dorsing organization should be quoted. 


We believe that the availability of health service is 
a necessity and not a luxury. As South Carolina has a 
large rural population, we need to think in terms of 
population of our counties as well as cities. The 
improvement of roads enables one doctor to cover the 
same territory that several men covered twenty-five 
years ago. However, he must be given consideration; 
so the public should be reminded of this and the aux- 
iliaries can help a great deal by helping the doctor 
in his preventative medicine by informing the people 
of their needs for better health. School health councils 


would be a splendid way to contact the parents as well 
as the children. Work this through your Medical So- 
ciety. 





A doctor said, regarding the work of the Medical 
Auxiliary: “The infiltration of Auxiliary members into 
the leadership of other organizations is a source of 
constant and increasing amazement and gratification 
to the men. Whenever a contact with a lay group is 
needed, there is a doctor’s wife to open the way. They 
seem to be there for the express purpose of making 
things easier for the Medical Societies. They have 
already been responsible for entries into the State Fed- 
eration of Women’s Clubs, the D. A. R., many 
P. T. A.’s and many other large and important groups. 
In each case where the women made the entering 
wedge, the men have been able to follow through with 
a speaker and to convince the audience of the reason- 
ableness of our stand.” This shows our doctor husbands 
are depending on us in our work. It is well to have joint 
meetings of Medical Societies and the Medical Aux- 
iliaries and have a member of the Auxiliary to speak 
on these occasions. It gives the Auxiliary a golden op- 
portunity to explain the aims and purposes of the 
Auxiliary. In this way we can show the Societies how 
we can aid them. Self education is something we must 
continue every day; so, that we may intelligently assist 
with the problems confronting the public today and 
in the future. 


Regarding School Health Services we have the 

following suggestions: 

A.—1. Poster contests to encourage interest in health, 
with cash prizes which could be donated by 


the Medical Societies. 


2. The success of these contests is largely due to 
Auxiliary efforts. 
3. Motion pictures on health to lend to High 


Schools. 


vanes, Health Education Activities 

Poster contest and movies could reach many 
School districts. Health posters could be 
placed in County Court Houses, Country stores, 
etc. A 
Speakers supplied to 4-H Clubs in Counties. 
3. Health booths set up at Fairs. 

B.—Programs could revolve around a quiz session in 
which teams of fourth, fifth, and sixth grade children, 
as well as any grade, from two classes or two schools 
compete in an attempt to answer the most questions 
asked by a master of ceremonies about a given health 
subject. A visiting expert in the health field under dis- 
cussion acts as judge in case of dispute. It would be 
most effective to have some of this discussion broad- 
cast by local radio stations. 


Dr. W. W. Bauer—Director of the Bureau of Health 
Education of the American Medical Association—says 
“The time will never come when the medical profes- 
sion can disregard its obligations toward the public in 
the field of health education. Regarding the distribu- 
tion of pamphlets, the Woman’s Auxiliary can be used 
very effectively.” “Today’s Health” can be used as a 
“tool for health education” and its “use will have to 
be gg od Dr. Bauer has written a book “Santa 


9 
> 


Claus, M. D.” in which every Auxiliary member will 
be “oA 
With the war continuing, we, as _ individuals, 


naturally want to help in every way possible. There 
are pamphlets and supplements available from your 
Medical Societies on First Aid and it is hoped that 
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PHYSICIAN'S DISABILITY INCOME 


APPROVED 
FOR MEMBERS ONLY 
THE SOUTH CAROLINA MEDICAL ASSOCIATION 


ACCIDENT OR SICKNESS—(NON-CONFINING)—SPECIFIC ACCIDENTS 


Monthly benefit for accident 
FOR LIFE, per month -_-------- $200.00 
Monthly benefit for sickness ~--~---- $200.00 
for first 12 months; $100.00 per 
month FOR LIFE thereafter. 
HOUSE CONFINEMENT NOT 
REQUIRED 
Monthly benefit in hospital for 
ae eae $400.00 


SPECIFIED TRAVEL ACCIDENTS 
Monthly benefit FOR LIFE, per 


he di $400.00 
Monthly benefit in hospital for 
CI FIRTEE 5 encdcntvenecccad $600.00 


FOR LIFE, monthly benefit _____-__- $200.00 
for loss of both hands, feet, 
eyes; one hand and one foot; 
either hand or foot and one eye. 
Loss of either hand or foot, 
monthly benefit for 20 months ____$200.00 
Loss of sight of one eye, monthly 
benefit for 10 months __._________ $200.00 
Loss of Life (Accident) __________ $5,000.00 
(and in addition, the monthly 
and hospital benefit for the 
period between date of accident 
and date of death) 
ABOVE BENEFITS DOUBLED 
FOR SPECIFIED TRAVEL ACCIDENTS. 


(The above illustrates one plan—other plans with different indemnities available) 


Insuring Clause States Insured For “Accidental Bodily Injuries” (meaning any accident) 


“SPECIAL FEATURES” 


—Non-Cancelable Feature for members of South Carolina Medical Association. 
—No waiting period—Benefits from first day, either accident or illness. 

—Pays disability income benefits for life—covering both accident and sickness. 
—tThere is no time limit or aggregate as to monthly payments. 

—House confinement is NOT required in order to receive full benefits. 


—There is no terminating age at which policy reduces or automatically expires. 
—tThere is no increase in cost or decrease in benefits after issue. 
—tThere is an incontestible clause as to origin of illness. 


* 
aa 
ak 
* 
ok 
*__Your individual policy can never be terminated or restricted after issue. 
* 
* 
* 
*k 
ok 


—Waiver of premium after three months disability. 
—A grace period is allowed for payment of all renewals. 


Written by: 


MAIL THIS COUPON 





One of the oldest and largest institu- 
tions of its kind in the World special- 
izing in Professional Disability In- 
come. 


WORLD INSURANCE COMPANY 


Professional Division 
South Carolina State Office 
1247 Sumter Street 
Columbia, South Carolina 


48 YEARS CONTINUOUS 
SERVICE! 
“MILLIONS PAID IN CLAIMS” 





Check 


Check 


S. C. M. A. MEMBERS 
MAKE INQUIRY TODAY 


O As a member I would like complete 
details regarding the Physician’s dis- 
ability income available to S.C.M.A. 
members only. 


0 


I would like full information in re- 
gard to changing my present cover- 
age to the above which is optional. 


World Insurance Company 
Columbia, S. C. 


Dr 





Street 


City. 





MAIL TODAY 
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at least one persou in each family in the community 
will learn these necessities so that they can be used 
when the occasion arises. Books on Civilian Defense 
may be obtained. Your County Public Relations Chair- 
man has the lists and cost. 

South Carolina was most fortunate in having our 
able President, Mrs. Alfred F. Burnside, selected to 
represent us as a participant in the Public Relations 
Panel in Chicago. We know she did it most effectively 
and your state public relations chairman appreciates 
her splendid information when she returned. 

Mrs. P. M. Temples 





KEEP UP THE FIGHT 


Again the Chairman of Legislation urges you not to 
let down in your fight against National Compulsory 
Health Insurance. Echoes reach us that there is a 
feeling in our Auxiliary that we can abate our efforts 
to combat the forces of evil that would engulf the 
American public in a system of politically controlled 
medicine. These echoes are the results of a carefully 
prepared plan by Oscar Ewing, the Federal Security 
Administration and the other proponents of socialized 
medicine. They would lure us into a feeling of false 
security. Although Congress is concentrating on 
emergency legislation and planning, Mr. Ewing con- 
tinues his campaign for Compulsory Health Insurance. 
In the Federal Security Agency’s report for 1950 (Mr. 
Ewing is Administrator), he states in part, “The con- 
viction stands that national health insurance is the 
best way yet devised to prepay the cost of medical 
care and make adequate medical services widely 
available.” 

Have you forgotten that President Truman in his 
State of the Union message early in January urged 
the enactment of legislation for National health in- 
surance? Furthermore, have we forgotten that Con- 
gressman Dingle introduced H. R. 54 to the 82nd 
Congress within a week after its organization? This 
bill replaced the Murray-Wagener-Dingle health bill 
which passed out with the 81st Congress. 

Again, we note with concern a paragraph in “Capi- 
tol Clinic” for Feb. 6, 1951, that President Truman 
has earmarked funds for the U. S. Public Health Serv- 
ice for the “start of a national compulsory health in- 
surance program.” 
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In the face of this information can we allow our- 
selves to be lulled into a state of inertia or shall we 
arouse ourselves with renewed energy to preserve a 
system of free enterprise for the medical profession. 

Our method, you will recall, is to disseminate ac- 
curate information about socialized medicine to the 
public wherever and whenever the opportunity pre- 
sents itself. When we have succeeded in arousing pub- 
lic opinion, we try to get an expression of this opinion 
in the form of letters from individuals or resolutions 
from organizations. This information is sent to our 
Congressmen, who are eager to hear the expression of 
public sentiment. 


Our National Auxiliary was asked to help in this 
work by the American Medical Association. Our South 
Carolina Auxiliary has been actively and eagerly 
working all year. The public has been aroused in our 
state and many organizations have taken a_ positive 
stand against socialized medicine. Many more will do 
so if they are properly approached. Many county Aux- 
iliaries have been working enthusiastically for endorse- 
ments; some have been working only indifferently. 

Arouse yourselves, doctors’ wives! This is a pivotal 
year for the medical profession and our doctors need 
the active and enthusiastic help which only our Aux- 
iliary can give them. Let us work hard to put an end 
once and for all to this dangerous threat to medicine 
and to the welfare of the American people. 

Mrs. Manly E. Hutchinson 
Chairman of Legislation 





GREETINGS FROM DR. TUTEN 


It gives me a great deal of pleasure to send greetings 
to the Woman’s Auxiliary of the South Carolina Medi- 
cal Association. Your help and council has been of 
inestimable value to the Doctor’s of the State. We are 
still in the midst of our fight against the Administra- 
tions’ plan of Socialism and regimentation of our 
profession, but it looks a little brighter than it did one 
year ago. We are all looking forward to a large at- 
tendance and a good meeting at Myrtle Beach in May, 
and I hope to be able to greet each one of you there. 

W. R. Tuten, Pres. 
S. C. Med. Association 
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EDGEWOOD SANITARIUM FOUNDATION 
ORANGEBURG, S. C. 


< 


Addiction, Rest and Convalescence. 


Occupational therapy. Specializes in 


ORIN R. YOST, M. D. 
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Distinctive Sanitarium for Nervous and Mental Diseases, Alcoholism, Drug 


Edgewood offers all approved therapeutic aids. Complete bath departments. 
and commodious. Excellent climate year ‘round. Unusual recreational and physical rehabilitation 
electro-shock and 
narcotic, barbiturate addiction. Gradual reduction method. Full time psychiatrists, nurses, and aides assure 
individual care and treatment. For detailed information write 


TELEPHONE 1620 
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Living accommodations private 
facilities. 


insulin therapy. Separate department alcoholism, 


PSYCHIATRIST-IN-CHIEF 
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Carolina Rest Home 


: 
: 
: 


Hospital 


A COMPLETELY NEW 
FIREPROOF HOSPITAL— 
SPECIALIZING IN THE 
TREATMENT OF NERVOUS 

DISORDERS AND 





ALCOHOLIC PROBLEMS 


WITH A PERSONAL 
the Ice Cream with 


FOLLOW UP. No Artificial Flavors! 





Better tasting—better for you. Whole- 
P. F. LaBORDE, M. D. some, nutritious, Southern Dairies 
MEDICAL DIRECTOR Sealtest Ice Cream is the South’s favor- 


ite. Try a delicious serving tonight. 


U.S. #1 South, Box 188 vy) er 
Soulhen Dairies 


WEST COLUMBIA, S. C. 
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ICE CREAM 
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TENTATIVE PROGRAM 


WOMAN’S AUXILIARY TO THE SOUTH CAROLINA 
MEDICAL ASSOCIATION 


CONVENTION HEADQUARTERS: OCEAN FOREST HOTEL 


. MYRTLE BEACH, SOUTH CAROLINA 
MAY 15, 16, 17, 1951 


MONDAY, MAY 14 Registration: Ocean Forest Hotel Lobby 
TUESDAY, MAY 15 Registration 
10:00 A. M. Auxiliary Committee Meeting with Council of South Carolina Medical 
Association 
3:00 P. M. Finance Committee Meeting 


Mrs. J. L. Sanders, Chairman 


3:30 P. M. Student Loan Fund Committee Meeting 
Mrs. Vance W. Brabham, Chairman 


4:00 P. M. Jane Todd Crawford Loan Fund Committee Meeting 
Mrs. Lawrence P. Thackston, Chairman 


5:00 P. M. Executive Board Meeting 
Private Dining Room 
Mrs. Alfred F. Burnside, presiding 


WEDNESDAY, MAY 16 Registration 


9:30 A. M. House of Delegates 
Private Dining Room 
Mrs. Alfred F. Burnside, presiding 


11:00 A. M. Program Meeting 
Private Dining Room 
Mrs. Alfred F. Burnside, presiding 


Invocation: Rev. A. C. Holler 
Address of Welcome: Mrs. Robert B. Durham, Convention Chairman 


Guest Speaker: Mrs. Arthur A. Herold, President, Woman’s Auxiliary to 
the American Medical Association 


1:00 P. M. Auxiliary Luncheon (Dutch) 
Ocean Forest Hotel, Upper Terrace 


Guest Speaker: Mrs. Leone S. Thompson, President, Woman’s Auxiliary 
to the Southern Medical Association 


Post Convention Executive Board Meeting 
(Time and place to be announced) 
Mrs. Kirby D. Shealy, presiding 


WEDNESDAY EVENING Banquet: South Carolina Medical Association, Host, Ocean Forest Hotel 





